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Abstract
There is a paucity of research on contraceptive use among women experiencing intimate
partner violence (IPV). Several factors may influence contraceptive use in this
population, including cultural background, geographical location, and timing of IPV
experience. However, current studies on contraceptive use among women with IPV
histories are not focused on minority populations, particularly African Caribbean and
African American women who have a higher incidence of IPV. This dissertation
compendium addresses that research gap. The compendium includes three manuscripts:
A scoping review, an integrative review, and the dissertation study, using data obtained
from a multi-site study using a case (women experiencing intimate partner abuse) and
control (women never experiencing abuse) design. The scoping review answered the
question: What is known about patterns of contraceptive use, specifically the use of longacting contraceptive methods (LARC) methods, among women experiencing IPV? The
integrative review explored the published literature on the association between IPV
history and contraceptive use and examined the type of contraceptive methods selected
among women experiencing IPV. The dissertation study was a secondary analysis of an
existing data set of the African Caribbean African American Women’s Study that
examined abuse status and health consequences for African Caribbean and African
American women. This dissertation study examined patterns of contraceptive use and
method selection and the associations with stress related mental health problems of PostTraumatic Stress Disorder (PTSD) and depression.
Keywords: Intimate partner violence, contraceptive use, African American women,
African Caribbean women
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Introduction
The rate of intimate partner violence (IPV) against women in the United States
(US) is alarming. Ninety-three percent of the US population that experience IPV are
women (US Department of Health and Human Services, Office on Women’s Health,
2011). IPV is a behavior in an intimate relationship that causes physical, sexual, and/or
psychological harm by a current or former partner or spouse (Centers for Disease Control
and Prevention, 2014). While other factors related to IPV have been studied, control of
reproductive decision-making is understudied despite the central role it can play in
maintaining an IPV victim in an abusive relationship (i.e., more pregnancies may lead to
more pressure to stay with the abusing partner who has resources). Contraceptive use in
this population may be particularly challenging. While globally, 41% of pregnancies are
unintended (Singh, Sedgh & Hussain, 2010), the US rate is 49% (CDC, 2014). This rate
is even higher among women with a history of IPV (Miller et al., 2010).
Fertility control for all women is critical since the timing and spacing of
pregnancies have a direct effect on education and employment (Pallitto,et.al, 2013;The
Shriver Report, 2009), two significant social determinants of health. Poor fertility control
results in unintended and unwanted pregnancies (Fontenot et al., 2011; Miller et al.,
2010). Unintended pregnancies are associated with failure to use contraceptives, use of
less effective contraceptive methods, noncompliance with effective methods, and the
resulting lack of control over fertility (Williams, Larsen, & McCloskey, 2008). Studies
have identified IPV as a risk factor for unintended and unwanted pregnancies (Campbell,
2002; Nixon et al., 2004; Raj & McDougal, 2015; Krug et al., 2002).
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As demonstrated by this compendium’s integrative review, patterns of
contraceptive use in African American women are understudied. Between 2005 and
2015, only five studies conducted in the US addressed patterns of contraceptive use
among women with a history of IPV (Allsworth et al., 2013; Chan & Martin, 2009;
Fantasia et. al., 2012; Gee et al., 2009; Williams et al., 2008). Among those studies,
White women were the largest group represented in the samples. The integrative review
also found that patterns of contraceptive use may differ according to the length of time
since the last IPV experience (e.g., current IPV, IPV within the last year, IPV within their
lifetime), and rural women were less likely to access contraceptives and more likely to
use sterilization (i.e., irreversible, unnecessary surgery) as a method of contraception
compared to women living in urban areas.
Another gap identified by the integrated review demonstrated that there are no
studies conducted to date that examined the patterns of contraceptive use of women
living in the United States Virgin Islands (USVI), a territory of the US located in the
Caribbean with higher percentages of black women as well as high rates of IPV
(Stockman et al., 2014). To fill this gap, the dissertation study used the framing of the
Theory of Gender and Power to examine the patterns of contraceptive use and method
selections among African Caribbean and African American women in rural (USVI) and
urban (Baltimore, MD) populations.
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MANUSCRIPT 1
Patterns of Contraceptive Use among Women Experiencing Intimate Partner Violence: A
Scoping Review
Bertrand, D.R., Lopez, C. (2016). Patterns of Contraceptive Use among Women
Experiencing Intimate Partner Violence: A Scoping Review.
ABSTRACT
Contraceptive use is challenging for women in abusive relationships. This scoping review
examined patterns of contraceptive use among women with a history of intimate partner
violence. Databases Ovid/MEDLINE, CINAHL, PubMed and PsycINFO were searched
from 1996-2015. Thirty-seven studies were identified and thirteen included in the review.
The inclusion criteria included research studies related to the main variables intimate
partner violence and patterns of contraceptive use. The Social Ecological Model served
as the theoretical lens. Arksey and O’Malley methodological framework was used to
formulate the research question, identify and select studies, chart data, and collate,
summarize, and report the results. Ninety-two percent (12/13) of studies used a
quantitative approach. The institutional/policy level was the only aspect of the social
ecological model that was not addressed. Additional qualitative inquiries are needed. The
current evidence linking IPV and contraceptive decision- making strengthens the need to
increase the efforts directed at family planning practices and policy.
Key words: Intimate partner violence, contraceptive use, LARC, scoping review
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Introduction
The use of contraceptives is an integral part of a woman’s life during the
childbearing years. The decision to use contraception is a personal choice, and often
discussed between a woman and her intimate partner. Being in a relationship in which
women are experiencing intimate partner violence (IPV) may make it difficult to use and
maintain continuous use of contraceptives (Fontenot & Fantasia, 2011). A woman in an
abusive relationship often experiences forced sex, fear of violence if she refuses sex, and
difficulties negotiating contraception with her partner, which can result in an increased
risk for unintended pregnancies and sexually transmitted infections (Miller, Jordan,
Levenson, and Silverman, 2010). In turn, unintended pregnancies can lead to additional
child-rearing tasks and can further contribute to a woman’s victimization and other
challenges to educational attainment and gainful employment, two significant social
determinants of health (The Shriver Report, 2009).
Intimate Partner Violence and Unintended Pregnancies
Intimate Partner Violence (IPV) is a behavior in an intimate relationship that
causes physical, sexual, or psychological harm by a current or former partner or spouse
(Centers for Disease Control and Prevention, 2014). The prevalence of IPV in the United
States is alarming. Approximately 12 million people in the United States experience IPV;
93% are adult females (U.S. Department of Health and Human Services, Office on
Women’s Health, 2011).
In 2006, 49% of the pregnancies in the United States were unintended with the
highest incidence being among teens, unmarried women, African American women, and
women with less education and income (CDC, 2014). Unintended pregnancies increase

8

the incidence morbidity and mortality for, the mother and fetus, and/or the newborn.
Unintended pregnancies are more common in abusive relationships (Miller et al., 2010)
and are associated with failing to use contraceptives, using less effective contraceptive
methods, noncompliance with effective methods, and the resulting lack of control over
fertility (Williams, Larsen, and McCloskey, 2008).
Intimate partner violence is also associated with rapid repeat pregnancies (i.e.,
childbirth less than 24 months apart), which is a strong predictor of child maltreatment
(McMahon et al, 2015; Scibano et al, 2013) and further emphasizes the importance of
women, particularly those in IPV relationships, to be able to control the timing and
spacing of pregnancies. Unfortunately, in cases where timing and spacing of pregnancies
are unchecked, women are often pressured into tubal ligation, thus exposing them to
unnecessary risks for surgery that could have been avoided.
IPV and Long Acting Reversible Contraceptives (LARC)
Long acting reversible contraceptives (LARC) are methods of contraception,
primarily intrauterine devices (IUDs) and sub-dermal implants, provide effective
contraception ranging from a three to five-year period. The key valuable characteristic of
LARC is that they require only a single act of motivation for long-term use, thus
eliminating adherence and user-dependence from the effectiveness equation (The
American Congress of Obstetricians and Gynecologists, 2014). LARCs are increasing in
popularity, with use increasing from 2.4% of all U.S. women using contraception in 2002
to 8.5% in 2009; however, these methods continue to be underutilized (ACOG, 2014). As
LARC continues to gain popularity, research is focused mainly on LARCs in the
adolescent population (ACOG, 2014). However, the use of LARCs may provide a critical
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opportunity for use among women experiencing IPV to decrease the risk of unintended
pregnancies and prevent other birth control procedures than can invoke more risk and
harm (e.g., tubal ligation).
Research Question
Patterns of contraceptive use and contraceptive compliance are critical to
women’s reproductive health. Over the last several decades, researchers have studied
IPV’s association with reproductive health choices. However, patterns of contraceptive
use among women experiencing IPV have not been adequately examined. To define this
gap in the literature, this scoping review seeks to answer the following question: What is
known about patterns of contraceptive use, specifically the use of LARC methods, among
women experiencing intimate partner violence?
The Social Ecological Model
The Social Ecological Model (SEM) serves as the theoretical lens to explore the
association between patterns of contraceptive use and IPV. The SEM provides an
appropriate framework for understanding the effects of multiple levels of behavioral and
health outcomes. According to the SEM, development and behavior are influenced by
factors ranging from those that are closest to the individual (experiences and attitudes), to
factors distal to the individual (McLeroy, Bibeau, Steckler, and Glanz, 1988). The five
levels of the SEM are (1) Intrapersonal factors (knowledge, attitudes, behavior, selfconcept, skills, etc.), (2) Interpersonal factors (social support systems, including the
family, work group, and friendship networks) (3) Institutional factors-social institutions
with organizational characteristics, and formal (and informal) rules and regulations for
operation. (4) Community factors- (relationships among organizations, institutions, and
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informal networks within defined boundaries) and (5) Public Policy (local, state, and
national laws and policies). This review uses SEM as a framework to examine the
different levels of influence that may affect contraceptive use in women with IPV history.
Methodology
The methodological framework developed by Arksey and O’Malley (2005) to
review literature is an appropriate technique to map the relevant literature on associations
between patterns of contraceptive use and women experiencing IPV. This approach will
allow for the examination of the extent, range and nature of research activity and also
identification of gaps in the literature (Arksey & O’Malley, 2005). The steps include
identifying the research question, identifying relevant studies, selecting studies, charting
the data, and collating, summarizing and reporting the results. Identification of gaps in
the literature can direct subsequent research by highlighting the need to further define an
association between patterns of contraceptive use, IPV, unintended pregnancies and
reviewing potential strategies and interventions for reducing unintended pregnancies for
women experiencing IPV.
Relevant Studies
The search for research study reports included an electronic database search and
reference list search. The databases of Ovid/MEDLINE, CINAHL, PubMed, and
PsycINFO were utilized. Limits placed on the search included studies that were published
between 1996-2014, adult, female, humans and English studies. A reference librarian
assisted in refining search terms and conducting a comprehensive search of the databases.
The medical subject heading (MeSH) terms and keywords used were: spouse abuse,
battered woman, family planning, birth control, and contraception. The databases
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CINAHL and PsycINFO did not recognize the search term LARC. The MeSH terms and
keywords were searched using the “and” function.
Study Selection
After limits were placed on the search, a combined total of 56 articles were
identified. No additional relevant articles were found by a reference list search. All of the
abstracts were reviewed and evaluated for inclusion, with duplicate studies removed. A
total of 36 studies remained following this stage. If the abstract met the criteria, then the
article was selected and further evaluated. Research studies that included the main
concepts of condom use, STIs and contraceptive sabotage were excluded from the
review, as the focus was patterns of contraceptive use. The inclusion criteria included the
following: research studies, interventions related to the main variables (IPV and patterns
of contraceptive use). After this review, fifteen articles were retrieved and assessed for
relevance. After this process was completed, thirteen articles were selected (see Figure

1). The following information was extracted from each article and charted: the study
purpose, theoretical framework/model used, setting, sample description, sample size,
study design, data collection methods, primary outcome variables, SEM levels utilized,
and results of the study (see Table 1).
Results
Thirteen research studies were included in this review. All thirteen utilized a
quantitative methodology. The sample size ranged (N = 225 – 50,815). These studies
were published between 2002 and 2013, representing the most recent data. Although the
year limit placed was between 1996 and 2014, the earliest study found was published in
2002. Questionnaires were the primary data collection method, except for one study that
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conducted a retrospective medical records review. One study used focus groups as a
means to shape the questionnaire used for data collection. Six studies (46%) were
conducted in the United States. The other 54% were done in the following countries:
Bangladesh, New Zealand, India, Bolivia, and Africa (Sub-Saharan Africa, Nigeria, and
Egypt). Of these studies done in other countries, four studies were secondary analyses
from National Demographic and Health Surveys. The research studies done outside of
the United States were included in the review because IPV has emerged as a global
public health concern, with the World Health Organization seeking to address IPV on a
global level.
The SEM framework is used to organize and describe the factors affecting
patterns of contraceptive use among women experiencing IPV (see Figure 1). The studies
addressed all levels of the SEM, except the policy level. Additionally, interpersonal and
interpersonal factors were the levels primarily addressed.
Twelve studies addressed intrapersonal factors of the SEM (Allsworth et al.,
2013; Alio et al., 2009; Chan & Martin, 2009; Dalal et al., 2012; Diop-Sidibéa et al.,
2006; Gee et al., 2009; Fanslow et al., 2008; Fantasia et al., 2012; Rickert et al., 2002;
Stephenson et al., 2006; Williams et al., 2008; and McCarraher et al., 2006). Ten studies
addressed interpersonal factors (Alio et al., 2009; Dalal et al., 2012; Diop-Sidibéa et al.,
2006; Gee et al., 2009; Fanslow et al., 2008; Fantasia et al., 2012; Okenwa et al., 2011;
Rickert et al., 2002; Stephenson et al., 2006; and McCarraher et al., 2006). Four studies
addressed community factors (Dalal et al., 2012; Fanslow et al., 2008; Okenwa et al.,
2011and Stephenson et al., 2006). None of the studies addressed factors at the
institutional or policy level.

13

Discussion
This scoping review summarizes the most current literature on patterns of
contraceptive use among women experiencing IPV. The research studies reflect that there
are several intrapersonal, interpersonal, and community factors that were associated with
lack of contraceptive use, discontinuation of contraceptive use, not using the preferred
method of contraception, or use of modern contraception. It is not only important to
acknowledge the link between patterns of contraceptive use and IPV, but also to begin to
understand the many factors that influence these patterns of contraceptive use among
women experiencing IPV so that appropriate interventions/policies that can help these
women to gain control of birth timing and spacing.
At the intrapersonal level, women experiencing IPV were associated with poorer
contraceptive use. Women with lower socioeconomic status and less educational
attainment were less likely to use contraception. Younger and unmarried women were
more likely to use contraception and African American women were more likely to
experience IPV and less likely to use contraceptives.
Behavioral factors were also significant influences on patterns of contraceptive
choices. Women felt that wife beatings were a normal part of marriage; fear of eliciting
suspicion and violence from their abuser contributed to using “hidden” contraception as a
coping strategy. Individual conservative gender-role attitudes toward contraceptive use,
not knowing who to go to and feeling uncomfortable telling a health care provider about
the abuse also influenced contraception use.
At the interpersonal level, having a relationship with an abusive partner and an
abusive partner’s influence affected patterns of contraceptive use. Women experiencing
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IPV reported that their partner did not want her to use contraception or made it difficult to
use contraception. IPV also was linked to hidden methods of contraception. A review of
these factors points to a need for more multi-level analyses to study associations of
contraceptive use in the context of partner reproductive desires and ideal family size.
At the community level, access to contraception, societal influences on men to
have children, community gender-role attitudes toward contraceptive use, community
domestic violence norms, and poor community socioeconomic development contributed
to patterns of contraceptive use and acted as barriers. Access to contraception was not
specifically addressed in the studies conducted in the United States. The researchers
made the assumption that the women were not having major difficulty accessing care due
to the fact that the participants were recruited from health care facilities. In comparison,
the studies that were conducted outside of the United States cited access to health care
was a factor that contributed to poor patterns of contraceptive use. Rural women are more
likely than urban women to report IPV, less likely to access contraception, and more
likely to use sterilization as a form of contraception.
Gaps in the Literature
Although many studies addressed pattern of contraceptive use, only one study
specifically distinguished between LARC and non-LARC contraceptive methods. There
were some differences between the definitions and grouping of contraception. Some
studies looked at modern contraception and compared it to traditional contraception.
Perhaps a unified definition and grouping of types of contraception will help to
synthesize the body of literature available on patterns of contraceptive use among women
experiencing IPV.
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Quantitative methods were the only method of exploration. One study used focus
groups for the purpose of forming the questions to be used in the data collection. The
results of the focus groups were not part of the results or discussion. Qualitative
exploration allows for unique opportunities for reflection on details of lived experiences
(Creswell, 2006) in which participants can freely share their experiences. Qualitative
methods allow for a better understanding of women’s contraceptives method selection
while experiencing IPV and are a critical step to identify factors that influence
decision-making around contraceptive method selection. The information collected via
qualitative methods need to be considered in combination with quantitative results to
develop acceptable interventions and evidence-based policies that can help decrease
unintended pregnancies in this vulnerable population. Another gap was that of the studies
reviewed, institutional and policy level factors that contribute to patterns of contraceptive
use were not explored.
Implications for Future Research
The review only retrieved six studies conducted in the US that addressed patterns
of contraceptive use among women experiencing IPV. Additional studies need to be
replicated to add to the growing body of literature. Additionally, qualitative studies
should be conducted to fully explore the lived experiences of women experiencing IPV
and how it affects contraceptive use. Intervention studies are also an avenue that can be
explored to empower the woman experiencing IPV to make contraceptive choices that are
effective and allow her to have her desired family size and prevent her from undergoing
more “impulsive” /pressured irreversible methods of birth control.
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Table 1 Table of Studies
Author, Date

Study Purpose/
Research
Question

Theory/
Framework/
Model

Setting
Sample
Description,
Size (N)

Study Design

Data Collection
Methods

Primary
Outcome
Variables

SEM
Levels

Results

Allsworth et
al.,
2013

Evaluate the
impact on
exposure to
emotional,
physical, or
sexual abuse on
contraceptive
method selection
and
discontinuation

None
Apparent

Women
enrolled in the
CHOICE
Project in St.
Louis, Missouri

Quantitative,
On-going
retrospective
cohort study

Questionnaire,
Secondary
analysis

demographic
characteristics,
contraceptive
method, risk
behaviors,
reproductive
history, history
of violence

Intrapersonal

Abuse associated
with faster
discontinuation
of LARC and
Non- LARC
methods
(AHR=1.32; 95%
CI =1.11, 1.56)

Alio et al.,
2009

Examine the
association b/w
contraceptive use
and IPV in SubSaharan African
Women

N = 7170,
women age
14-45

History of IPV
multiparous

Abused women
no more likely
than non-abused
women to DC
LARC
(AHR=1.03;95%
CI=0.86, 1.25)

Not apparent

Demographic
health survey,
2003-2006
N = 24, 311

Quantitative

Questionnaire

IPV,
contraceptive
use

Intrapersonal
Fear of eliciting
suspicion &
violence from
partner
Interpersonal
Abusive partner
influences

Abused women
were as likely to
choose LARC
methods than
non-abused
women
39.8%
experienced IPV
& slightly more
likely to report
BC use
compared to
non-abused
women (odds
ratio 1.30; CI
1.22-1.38)
No difference
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Author, Date

Study Purpose/
Research
Question

Theory/
Framework/
Model

Setting
Sample
Description,
Size (N)

Study Design

Data Collection
Methods

Primary
Outcome
Variables

SEM
Levels

Results

b/w abused
(93.2%) and nonabused (93.1%)
women using
femalecontrolled
contraception.
Chan &
Martin,
2009

Dalal et al.,
2012

Examine the
association b/w
reproductive
aged women’s
physical and
sexual violence
experiences in
the previous 12
months and
subsequent
contraceptive use

Examine the
association b/w
contraceptive use
and IPV among
women in

Not apparent

BRFSS 2002,
North Carolina

Quantitative

Telephone
interviews

N = 4136
Women, 18
yrs. and older

IPV,
demographics,
contraceptive
use

Intrapersonal
Age-younger
Ethnicity Hispanic,
Marital status
-unmarried,
Economic status
- low income

Not apparent

Bangladesh
Demographic
health survey,
2007

Quantitative

questionnaire

IPV,
contraceptive
use

Intrapersonal
Educational
attainment
Religion –

1 in 20 women
experience IPV
in past 12
months and
were less likely
to use
contraception
(OR= 0.1; .5% CI=
0.1-0.8)
Younger women
(AOR=2.2), and
single women
(AOR=2.3) more
likely to use
contraceptives
77% reported
using hormonal
or long-lasting
BC methods, less
than ¼ (22.75)
used traditional
or barrier
methods
Women exposed
to physical
violence were 2x
(OR 1.93, CI
1.55-2.41) more
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Author, Date

Study Purpose/
Research
Question

Theory/
Framework/
Model

Bangladesh

Setting
Sample
Description,
Size (N)

Study Design

Data Collection
Methods

Primary
Outcome
Variables

N = 10,996,
ever married
women 15-49
yrs.

SEM
Levels

Results

Muslim

likely to use BC
than non-abused
women

Interpersonal
Abusive partner
influences
Community
Access to BC

Diop-Sidibéa
et al., 2006

examine the
association
among currently
married women
between wife
beating and
contraceptive
use, pregnancy
management,
and report of
health problems
and illnesses
requiring a visit
to the doctor

Not apparent

Egyptian
Demographic
and Health
Survey, 1995
N = 6566
married
women ages
15–49

Quantitative

questionnaire

IPV,
contraceptive
use, adequate
ante-natal care,
report of health
problems and
illnesses

Intrapersonal
Feelings that
wife beatings is
a normal part of
marriage
Lack of knowing
who to go to
Uncomfortable
telling HCP
about abuse
Interpersonal
Abusive partner
influences

Women ages 2539 yrs. (>80%),
living in urban
areas (80%), &
higher educated
(86%) more
likely to use
modern BC
Higher rate of
IPV associated
with non-use of
contraceptives,
ante-natal care
less likely among
ever-beaten
women
(OR=0.17,
p<0.05)
Ever-abused
were more likely
to make four or
more visits
(OR=36.54,
p<0.05).

23
Author, Date

Study Purpose/
Research
Question

Gee et al.,
2009

Examine the
association b/w
IPV, abortion,
parity, and
contraception
use

Theory/
Framework/
Model

Not apparent

Setting
Sample
Description,
Size (N)

Study Design

Data Collection
Methods

Primary
Outcome
Variables

SEM
Levels

Results

Planned
parenthood
centers
surgical
abortion &
general
abortion
clinics in south
Pa

Quantitative,
cohort

questionnaire

Experience with
IPV, lack of
contraception, #
of abortion, and
# of pregnancy

Intrapersonal
Hx of IPV

Women
experiencing IPV
were more likely
to report partner
not wanting her
to use BC
(AOR=2.34), a
partner who
make is difficult
to use BC
(AOR=2.78),
taking EC
(AOR=2.78, and
skipping BC
because she
couldn’t afford it
(AOR=2.02)

Inability to
afford BC
Interpersonal
Abusive partner
influences

N = 1423
women 18 yrs
and older

Fanslow et
al., 2008

Outline the use
of contraception
use among New
Zealand women
Explore the
associations
between IPV,
contraception
and condom use

Not apparent

New Zealand
women
N = 2790
18-64 yrs.

Multiparous

Quantitative

Face-to-face
interviews,
questionnaire

Contraceptive
use, experience
with IPV

Intrapersonal
Contraceptive
choice
Interpersonal
Abusive partner
influences
Community
Lack of access to
family planning

IPV was
associated with
contraceptive
use compared to
no IPV (91% vs.
85.2%)
Rural women
(38.8%) more
likely than urban
(33.1%) to report
IPV, less likely to
access family
planning and
used sterilization
more as a form
of BC
Most common
method = pills
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Author, Date

Study Purpose/
Research
Question

Theory/
Framework/
Model

Setting
Sample
Description,
Size (N)

Study Design

Data Collection
Methods

Primary
Outcome
Variables

SEM
Levels

Results

(37.5%)
compared to
rural (29.6%)
Fantasia et
al.,
2012

Okenwa et
al., 2011

Rickert et al.,
2002

Examine the
effects of recent
and long term
chronic violence
on contraceptive
patterns,
contraceptive
methods
changes, type of
contraceptives,
and pregnancy
risk

Not apparent

Examine the
association b/w
exposure to IPV
& reproductive
health outcomes
& use of
contraceptive
methods among
Nigerian women

Not apparent

Examine the
association b/w
demographics,
reproductive
characteristics,
and IPV in young
women

Not apparent

Reproduction
health clinics
in north
eastern USA

Quantitative,
retrospective,
Case/control

Medical records
review

N = 2000
women of
reproductive
age, mean age
21.8 yrs.

Demographic
health survey
of Nigeria,
2008

Quantitative

Questionnaire

Experience with
IPV,
contraceptive
patterns,
contraceptive
methods,
contraceptive
method changes,
type of
contraceptives,
and pregnancy
risk

Intrapersonal
Used “hidden”
contraceptive as
a coping
strategy

Pregnancy,
contraceptive
use, exposure to
IPV

Interpersonal
Abusive
relationship
with partner

N = 33,385
Women 15-49
yrs.

Family
planning
clinics in south
east Texas
N = 727
women 14-26
yrs.

Interpersonal
Chronic partner
violence
exposures

Community
Societal
influences on
men to have
children

Quantitative,
Cohort study

Selfadministered
questionnaire

IPV,
demographics,
reproductive
characteristics,
relationship
characteristics
and Hx of sexual
victimization

Intrapersonal
Limited
education
Early onset of
sexual activity

IPV 29% Women
who experienced
IPV were more
likely to report
no use of
contraception,
current method
– condoms (32%)
IPV linked to use
of hidden
methods (18.4%,
OR=5.4)
IPV is linked to
miscarriages,
abortion,
stillbirths, having
more children, &
infant mortality
Experiencing IPV
associated with
modern BC use
than with nonabused women
(21% vs. 15%)
Minority (AA)
parlous women
(> 1 child) with
limited
education, early
onset of sexual
activity and who
report no
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Author, Date

Study Purpose/
Research
Question

Theory/
Framework/
Model

Setting
Sample
Description,
Size (N)

Study Design

Data Collection
Methods

Primary
Outcome
Variables

SEM
Levels

Results

Having more
than one child

contraceptive
use at last
intercourse
appear to be at
highest risk for
reporting
physical violence

Racial minority

Stephenson
et al., 2006

Examine the
association b/w
domestic
violence and
adoption of
modern
contraception in
North India

Not apparent

Five districts in
Uttar Pradesh,
India

Quantitative

N = 50, 815
Married
couples

Secondary
analysis, surveys
from 1995-1996
PERFORM
system of
indicators
Survey and the
Male
Reproductive
Health Survey

Contraceptive
adoption,
Reproductive
characteristics,
gender-role
attitudes and
domestic
violence

Interpersonal
Abusive
relationship
with partner
Intrapersonal
Individual
conservative
gender-role
attitudes toward
contraceptive
use
Interpersonal
Abusive
relationship
with partner
Community
Community
gender-role
attitudes toward
contraceptive
use

Negative
association b/w
abuse and
contraceptive
use
Women
experiencing IPV
2.1 times less
likely to use BC
compared to
non-abused
women.
Gender-enforced
barriers to BC
use are present
in the household
and community

Community
domestic
violence norms

Williams et
al., 2008

Examine the
differences in

Not apparent

Health care
settings in the

Quantitative,
case-control

Selfadministered

IPV, use of
contraception,

Poor community
socioeconomic
development
Intrapersonal
Single

Women
experiencing IPV
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Author, Date

Study Purpose/
Research
Question

Theory/
Framework/
Model

contraceptive use
between abused
women and nonabused women

Setting
Sample
Description,
Size (N)

Study Design

Boston
metropolitan
area

Data Collection
Methods

Primary
Outcome
Variables

questionnaire

and discrepancy
b/w actual and
preferred
methods of
contraception

N = 225
Women, 18 yrs
and older

McCarraher
et al., 2006

Gaining greater
information
concerning why
women in an
abusive
relationship use
family planning
covertly, and
discontinue the
methods that
they originally
select

Not apparent

NGO health
center located
in La Paz, El
Alto and Santa
Cruz, Bolivia
N = 300
Women

Focus group
used to form
questionnaire
Quantitative

Questionnaire

Method-related
partner abuse,
covert
contraceptive
use, pill
discontinuation

SEM
Levels

Have children
Younger women

Intrapersonal
Fear of physical
violence
Interpersonal
Partner opposes
contraceptive
use

Results

more likely to
report not using
preferred
method of BC
than non-abused
women
(OR= 1.9; 95%CI
= 1.0 to 3.7)
Most used
contraception
was pills (36.9%),
abused women
used condoms
more than nonabused women,
92.4% reported
a usual source of
care
Women who
used the pill
covertly were
more likely to
have
experienced
method-related
partner violence
(OR = 21.27)

IPV – intimate partner violence, DC – discontinue, EC – emergency contraceptives, BC- birth control, HCP – health care provider, AA –
African American
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Articles initially identified = 56
Ovid/Medline = 34
CINHAL = 12
PsychINFO = 10

Duplicates removed = 22

Abstract reviewed = 34

Inclusion criteria = research
studies, interventions related to
the main variables (IPV and
patterns of contraceptive use).

Full articles retrieved for full
review =19

Articles excluded based on full
review for relevance = 6

Articles included in scoping
review = 13

Figure 1: Scoping Review Flow Chart
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Policy

Institutional

Community
Poor community socioeconomic
development
Access to bith control

Interpersonal
abusive partner influences

Intrapersonal
Hx of IPV
Fear of suspicion &
violence

Low income

Figure 2: The Social Ecological Model & Patterns of Contraceptive use and intimate partner
violence
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MANUSCRIPT 2
Contraceptive Use and Intimate Partner Violence: An Integrative Review Bertrand, D.R.
& Lopez, C. (2016). Contraceptive Use and Intimate Partner Violence: An Integrative
Review
Abstract
Objective: Explore the published literature on associations between intimate partner
violence (IPV) history and contraceptive use, particularly the type of contraceptive
method selected among this population.
Data Sources: Databases Ovid/MEDLINE, CINAHL, and PubMed and PsycINFO were
searched for the period 2005-2015 using MeSH terms and keywords: battered woman,
spouse abuse, intimate partner violence, family planning, birth control, and contraception.
Fifteen studies were ultimately identified for the review.
Study eligibility: The inclusion criteria included research studies and interventions
related to intimate partner violence (IPV) and patterns of contraceptive use. Research
studies that included the main concepts of condom use, STIs, and contraceptive sabotage
were excluded from the review as the focus was on patterns of contraceptive use for
women with a history of IPV.
Study appraisal and synthesis methods: The integrative review framework developed
by Whittemore and Knafl was used to review the literature and synthesize the
associations between patterns of contraceptive use and women experiencing IPV. The
Theory of Gender and Power was used to examine context of contraceptive use among
women with a history of IPV.
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Results: 15 articles were included in this integrative review. Thirteen studies were
quantitative, one study used mixed methods, and one study was qualitative. Five studies
(33%) were conducted in the United States, and ten (67%) were international studies.
Contraceptive use among women with a history of IPV was associated with low
socioeconomic status, lack of or inconsistent contraceptive use, minority status, married
status, and multiparity. Most women with a history of IPV were using oral
contraceptives, Depo-Provera, condoms, and sterilization.
Conclusion: Gender-based power imbalances within a heterosexual relationship may
negatively affect reproductive health outcomes for women with a history of IPV.
Key words: contraceptive use, intimate partner violence, integrative review
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Introduction
The use of contraceptives is an integral part of a woman’s life during the
childbearing years. In the United States (US), while contraceptive methods such as
condoms and diaphragms were used, the birth control pill initially became available to
women in the 1960’s with an increase in accessibility to all women, as opposed to only
married women, in the 1970’s (Baily, 2013). The availability and use of contraceptives
allows women to achieve desired birth spacing and family size, which contributes to
improved health outcomes for mother and child (Office of Disease Prevention and Health
Promotion, 2015). However, initiating and maintaining continuous use of contraceptives
in a relationship in which intimate partner violence (IPV) exists may be difficult if not
impossible (Fontenot & Fantasia, 2011).
Intimate partner violence (IPV) is a growing public health concern (CDC, 2014).
Over the last decade, violence against women has received increased attention and is
viewed as a complex health problem as well as a criminal and social problem (Office of
Minority Health, 2014). Intimate partner violence (IPV) is defined as physical violence,
sexual violence, threats of physical or sexual violence, or stalking and psychological
aggression (including coercive tactics) by a current or former intimate partner (CDC,
2014). It is estimated that, while 12 million people in the US experience IPV,
approximately 93% of the victims are women (Office on Women’s Health, 2011).
Intimate partner violence (IPV) is a risk factor for a range of poor reproductive
outcomes as a result of sexually abusive and controlling behavior such as refusal to use
condoms and/or contraception (Campbell, 2002; Coker 2007; Stockman et al, 2015). IPV
can limit a woman’s ability to control her life and to make informed decisions regarding
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sexual expression, contraceptive use, and timing of pregnancies (Coker, 2007; Blanc,
2001). Unregulated reproductive health leading to repeated unplanned pregnancies can
result in rapid repeat births, which can be physically detrimental to mother-infant health,
and increases the family’s risk of living in poverty (Santelli et al., 2003; Shriver report,
2009; Healthy People 2020, 2015). Repeated unplanned pregnancies may also result in
women undergoing tubal ligations, a surgery that could be avoided with greater control of
births (Santelli et al., 2003). The influence of IPV on female reproductive health may
suggest that gender-based power imbalances within a heterosexual relationship may
negatively affect reproductive health outcomes.
A lack of fertility control not only influences contraceptive initiation and
negotiation, but also the ability to maintain continuous use of contraceptives, which
consequently increases risk for unintended and unwanted pregnancies (Fontenot &
Fantasia, 2011; Miller, Jordan, Levenson, & Silverman, 2010). A lack of fertility control
can increase poor health outcomes and risk factors associated with unwanted pregnancies
and further perpetuates the cycle of power and control involved in IPV. Control over
fertility is critical since the timing and spacing of pregnancies are essential for women
because these factors have a direct impact on education and employment (Shriver Report,
2009), two significant social determinants of health.
Half the pregnancies in the US are unintended (CDC, 2014). These pregnancies
are associated with many negative health and economic consequences, costing the US
$11 billion annually? (Office of Disease Prevention and Health Promotion, 2015).
Studies have identified IPV as a risk factor for unintended and unwanted pregnancies
(D'Angelo, Gilbert, Rochat, Santelli, & Herold, 2004; Pallitto et al., 2013; Raj &
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McDougal, 2015). Unintended pregnancies in abusive relationships are often associated
with failing to use contraceptives, using less effective contraceptive methods, and
noncompliance with effective methods, resulting in a lack of control over fertility
(Williams, Larsen, & McCloskey, 2008). Additionally, women who are in abusive
relationships experience twice the risk for unintended pregnancy if reproductive coercion
is present (Miller, et. al, 2010)
Objective
The purpose of this integrative review was to explore the published literature on
the association of IPV with patterns of contraceptive use and method selection. To better
understand how IPV affects women’s contraceptive use and choices, this integrative
review examined the association between IPV history and contraceptive use, exploring
also the types of contraceptive method selected among this population. The theory of
gender and power (TGP) was used as the theoretical framework to report these
associations.
Theoretical Framework
The TGP developed by Robert Connell in 1987 and further developed by
Wingood and DiClemente (2000) is a suitable theoretical framework for examining the
nature and context of contraceptive use among women experiencing IPV. Women’s lack
of power in heterosexual relationships often translates into constraints on sexual
behavior. The TGP explores the depth of sexual inequity as well as gender and power
imbalances. According to TGP, there are three major social structures that characterize
relationships between men and women: the sexual division of labor, the sexual division
of power, and the structure of cathexis.
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In the first structure, sexual division of labor, women are often delegated the
responsibility of “women’s work,” which may limit their economic potential and their
career paths. Additionally, labor practices favor male educational attainment and the
segregation of income generating work for men, allowing men more control of the family
income. The second structure, sexual division of power, is maintained by social
mechanisms such as the abuse of authority and control in relationships. Women in powerimbalanced relationships tend to depend on their male partners because men usually bring
more ﬁnancial assets (money and status) to the relationship. The last structure of cathexis,
also referred to as the structure of social norms, characterizes emotional and sexual
attachments in heterosexual relationships, which dictates appropriate sexual behavior for
the woman. “appropriate” sexual behavior can be a fluid definition depending on
generally accepted gender roles within a culture or ethnic group. Thus, this structure also
defines culturally normative roles for men and women and may further weaken women’s
roles, increasing the inequality felt by women in a heterosexual relationship. The
expectations that society has of women regarding their sexuality shape women’s selfperceptions and describe women’s sexuality. Cathexis also encompasses cultural norms
around male-female relationships (who has the “final say” around various decisions such
as when and if to have children and how those decisions are made, and appropriate roles
and behaviors for men (“masculinities”) as well as women Therefore, the TGP helps
examine the societal context of gender roles and cultural perceptions of interpersonal
violence (e.g., if IPV is identified as a traumatic event in certain subcultures) on
contraceptive use and method selection.
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Methods
Whittemore and Knafl (2005) developed a method of analyzing research from
empirical and theoretical sources with diverse methodologies used to review and
synthesize associations between patterns of contraceptive use and women experiencing
IPV found in the research reviewed in this paper. The process began by identifying the
problem and clearly stating the purpose of the review. Next, a well-defined literature
search strategy was developed to assess the relevance of primary sources. The third step
included data evaluation, in which the quality of the primary studies was evaluated and
scored. Studies were organized into groups and subgroups in preparation for the
extraction and reduction of the data. The data were then arranged to visualize patterns,
relationships, and variations among the concepts. In the final stage, conclusions were
drawn and verified, with the literature synthesized to present a logical chain of evidence.
Relevant Studies
Four databases were searched: Ovid/MEDLINE, Cumulative Index to Nursing
and Allied Health (CINAHL), PubMed, and PsycINFO. Limits placed on the search
included publication between 2005 and 2015, with adult, female, and human subjects,
and written in English. A reference librarian assisted in refining search terms and
conducting a comprehensive search of the databases. The medical subject heading
(MeSH) terms and keywords used were: spouse abuse, battered woman, family planning,
birth control, and contraception. The MeSH terms and keywords were searched using the
“and” function.
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Study Selection
After search limits, a combined total of 143 articles were identified. Titles and
abstracts were reviewed and evaluated based on the inclusion criteria, with duplicate
studies removed. A total of 27 studies remained. Research studies that included the main
concepts of condom use, sexually transmitted infections, and contraceptive sabotage were
excluded from the review, as the focus was the association between IPV and
contraceptive use and contraceptive methods. The inclusion criteria included original
research studies related to the main variables, IPV and patterns of contraceptive use. At
the completion of this process, 15 articles were identified for inclusion in the review
(Figure 1).
Data Evaluation and Quality Assessment
All 15 articles were evaluated and analyzed. Data were abstracted on study
purpose, design, sample size and characteristics, data collection method, primary
outcome variables, results of the study, theoretical constructs of the TGP addressed, and
the level of evidence (Table 1). The Johns Hopkins Nursing Evidence-Based Practice
Research Evidence Appraisal form was used to evaluate the quality of the research
studies (Newhouse, Dearholt, Poe, Pugh, & White, 2007).
Results
Of the fifteen research studies included in the review, thirteen were quantitative,
one study used mixed methods, and one study was qualitative. Quantitative sample sizes
ranged from 225 to 50,815. The qualitative study sample size was 64 (Wilson-Williams,
Stephenson, Juvekar, & Andes, 2008) and the mixed method study qualitative sample
size was 67 (McCarraher, Martin, & Bailey, 2006). None of the studies were randomized

37

controlled trials (RCTs). Eight studies (53%) used a cross sectional design (Chan &
Martin, 2009; Dalal, Andrews, & Dawad, 2012; Diop-Sidibe, Campbell, & Becker, 2006;
Fanslow, Whitehead, Silva, & Robinson, 2008; Gee, Mitra, Wan, Chavkin, & Long,
2009; Okenwa, Lawoko, & Jansson, 2011; Salam, Alim, & Noguchi, 2006; Stephenson,
Koenig, & Ahmed, 2006). Two additional cross sectional studies compared a sample of
currently abused vs. non-abused women (Alio, Daley, Nana, Duan, & Salihu, 2009;
Williams et al., 2008). Six of the cross-sectional studies were large representative
samples. One retrospective case/control study used medical records of abused and nonabused women to examine the effects of recent and long-term abuse on contraceptive use
and method selection (Fantasia, Sutherland, Fontenot, & Lee-St. John, 2012). One ongoing prospective cohort study compared violence in relation to the type of contraceptive
method chosen (Allsworth, Secura, Zhao, Madden, & Peipert, 2013), and one
longitudinal study followed abused women after childbirth to determine if women chose
reversible vs. irreversible (sterilization) contraception (Salazar, Valladares, & Hogberg,
2012).
All of the studies were published between 2005 and 2014, representing the most
recent data. Five studies (33%) were conducted in the US, while ten (67%) were
conducted in international settings: Bangladesh (2 studies), New Zealand, India (2
studies), Bolivia, Nicaragua, and Africa (Sub-Sahara Africa, Nigeria, and Egypt). Four of
the ten international studies (Alio et al., 2009; Dalal et al., 2012; Diop-Sidibe, et.al, 2006;
Okenwa, Lawoko, & Jansson, 2011) were secondary analyses from the National
Demographic and Health Surveys database collected for that specific country. The
Demographic Health Surveys Program has earned a worldwide reputation for collecting
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and disseminating accurate, nationally representative data on topics such as fertility,
family planning, maternal and child health and advancing global understanding of health
and population trends in developing countries (Demographic Health Surveys Program,
2015). However, the nature of the data collection has been suggested to underestimate the
prevalence of IPV since privacy for the respondent is not always assured and there may
be fears of stigma associated with abuse that inhibits disclosure. Despite limitations,
international research was included in this review because IPV has emerged as a global
public health concern, with the World Health Organization seeking to address IPV on a
global level and there is valuable data in these studies directly relevant to IPV and
contraception.
The TGP was used to organize and describe the effects of gender-based violence,
relationship power imbalances, socioeconomic variables, and personal risk factors
affecting contraceptive use among women with a history of IPV, which was broadly
defined across studies to include women with past IPV, women currently experiencing
IPV, and women with histories of IPV experiences at different time periods (e.g. within
one year or over a lifetime). Each study addressed at least one or two of the social
structures of the TGP. Cathexis was addressed the most often. However, none of the
studies addressed all the social structures.
Sexual Division of Labor
Financial inequalities may impact contraceptive use among women experiencing
IPV. A history of IPV was associated with low income and also an inability to pay for
contraceptives in two studies of high quality using large representative samples (Chan &
Martin, 2009; Gee et al., 2009). Additionally, lower educational attainment was
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associated with lower likelihood of using contraceptives in one of the single country
analysis of DHS data (Dalal et al., 2012).
Sexual Division of Power
Imbalances in control may also produce power inequalities for women and can
become evident when women with a history of IPV attempt to negotiate contraceptive
use and desired method selection. A history of IPV was associated with earlier
discontinuation of long acting reversible contraception (LARC) (Allsworth et al., 2013),
more inconsistent contraceptive use (Gee et al., 2009), and lack of contraceptive use or
lower likelihood of using contraception (Diop-Sidibe et al., 2006; Salam et al., 2006;
Stephenson et al., 2006). Additionally, across several countries (US, Bolivia, Nicaragua,
and India), women with a history of IPV also reported that their partners disapproved of
contraceptive use or in some way made it difficult to use contraceptives (Gee et al., 2009;
McCarraher et al., 2006; Salazar et al., 2012; Stephenson et al., 2006; Wilson-Williams et
al., 2008). From qualitative findings, in a rural sample of women from India some
husbands disapproved of tubal ligation and refused to consent even after having a high
number of children (Wilson-Williams, et al., 2008).
In addition to disapproval of contraceptive use, international studies reported that
women said their partners made it difficult to use contraceptives by accusing infidelity if
the woman was seen using contraceptives or attempted to negotiate contraceptive use
(McCarraher et al., 2006; Salem, et al., 2005). Some women used the avoidance of sex by
going to bed late and performing household chores at inappropriate times as a means of
fertility control (Wilson-Williams et al., 2008). As a reaction to partners making it
difficult to use contraceptives and the demand for frequent sexual encounters, women
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from both US and international samples hid contraceptive use from their partners
(Fantasia et al., 2012; McCarraher et al., 2006; Wilson-Williams et al., 2008), which
included intrauterine device (IUD) placement and the use of birth control pills.
Cathexis
Cathexis is influenced by cultural context and social expectations. Constraints in
expectations and norms of appropriate sexual behavior may produce disparities for
women with a history of IPV. Several demographic and socioeconomic characteristics
were associated with a higher rate of IPV. In a cross-sectional sample from the US,
married and minority women had a higher rate of IPV history than single and White
women (Chan & Martin, 2009). Younger women and single women in the US were more
likely to use contraceptives compared to older and married women (Chan & Martin,
2009; Williams et al., 2008). Additionally, within both US and international samples,
women with more than one child were more likely to experience IPV (Gee et al., 2009;
Okenwa et al., 2011; Williams et al., 2008).
A history of IPV was also associated with no contraceptive use or lower
likelihood of contraceptive use in six studies from US and international samples, (Chan &
Martin, 2009; Diop-Sidibe et al., 2006; Fantasia et al., 2012; Salam et al., 2006;
Stephenson et al., 2006; Williams et al., 2008). However, four other international studies
reported women with a history of IPV used contraceptives at higher rates than women
who did not experience IPV (Alio et al., 2009; Dalal et al., 2012; Fanslow et al., 2008;
Okenwa et al., 2011). While results regarding rates of contraceptive use varied across
studies, these discrepant findings were also across different cultures and may highlight
the importance of considering cultural context and gender roles since these may have
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different effects on contraceptive use of women in international samples compared to US
samples.
Contraceptive method selection also varied among women experiencing IPV. In
US studies, hormonal or long-lasting contraceptive methods were used more often than
traditional/barrier methods (Chan & Martin, 2009; Fantasia et al., 2012). However,
women in India were more likely to choose traditional methods of contraception
(Stephenson et al., 2006). Williams et al. (2008) reported the most common methods of
contraception in a sample of black and white women in the northeastern US were birth
control pills, condoms, and Depo-Provera. Similarly, in a sample primarily of white
women, Fantasia et al. (2012) found that, among women with an IPV history, 21% used
oral contraceptives, 32% used condoms, 13% used no contraceptives, and 2% chose
sterilization. One study reported women with a history of IPV were as likely to choose
LARC methods as the women who did not experience IPV, although these women
showed a faster discontinuation of LARC (Allsworth et al., 2013).
Three studies examined the differences between the lengths of time women
experienced IPV and its effects on contraceptive use (Diop-Sidibe et al., 2006; Fanslow
et al., 2008; Fantasia et al., 2012). Fanslow et al. (2008) reported that a partner’s refusal
to use contraception was as high among women with lifetime IPV as those with no
lifetime IPV. Diop-Sidibe et al. (2006) found that women who were beaten three or more
times in the last year were half as likely to use contraceptives as women who were beaten
less often. Only one US based study examined the length of time of abuse and the
relationship to contraceptive use and found that women who experienced IPV in the past
year plus violence for the past 5 years had the highest probability of hiding contraceptives
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from their partner in comparison to women with no IPV history, recent (past year), past
year plus history over 5 years, and past year plus over 5 years (Fantasia et al, 2012).
Sociocultural and geographical influences were also associated with a history of
IPV and differences in contraceptive use. For instance, societal influences on genderroles and conservative individual and community gender-roles created barriers toward
contraceptive use (Stephenson et al., 2006). In international samples, rural women were
less likely to access contraceptives and more likely to use sterilization as a method of
contraception compared to women living in urban areas (Dalal et al., 2012; Fanslow et
al., 2008). Racial/ethnic minority women represented a small portion of the studies in US
sample sizes. Among the five US-based studies, Black women comprised primarily small
sample sizes between 5.6%-28%, (Chan & Martin, 2009; Fantasia et al., 2012; Gee et al.,
2009; Williams et al., 2008). Allsworth et al. (2013) had the highest representation of
Black women at 49%. Hispanic women represented 5% (Allsworth et al., 2013) to 23.8%
(Chan & Martin, 2009) in two studies. Asian women represented 2.3% in (Fantasia et al.,
2012) and (Chan & Martin, 2009) reported a combined percentage of 17% for
Asian/other. Even more importantly, none of the US studies reported if there were
differences in findings for the racial/ethnic minority women International studies also
examined samples from various cultures and gender roles, including India, Nigeria, New
Zealand, and Bangladesh.
Discussion
The studies that were included in this review examined IPV and the effects on
contraceptive use and method selection. Factors such as sociodemographic factors, length
of time IPV was experienced, and geographical location (rural vs. urban) were evaluated
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through the lens of the theoretical framework of the TGP. International studies included
in the review offered a different cultural perspective in comparison to US populations and
highlight the importance to account for cultural context when examining questions
related to female reproductive health.
Demographic and socioeconomic characteristics were factors that affected
contraceptive use in relation to histories of IPV. These sociodemographic factors
included married status, age, minority group status, low education attainment, low
income and geographical location. The TGP’s construct of sexual division of labor
explains that labor practices favor a man’s educational attainment. This “favor” positions
men to have the advantage to attain higher levels of education, thus better positioned to
obtain more financial stability than women. This may explain the socioeconomic risk
factors of low education attainment and low income for women and its effect on
contraceptive use. Women with economic constraints may have difficulties purchasing
contraceptives or affording transportation to access health care.
Racial/ethnic differences were also a significant factor influencing the link between
IPV and contraceptive use. While three international studies offered a representative
sample of Black women from Africa, among the US studies, White women made up the
majority of the sample population. Black, Hispanic and Asian women were
underrepresented in most of the US studies. Allsworth (2014) was the only US study with
a representative sample of 49% Black women. Although the findings of this integrative
review linked IPV to low educational attainment and low income, it is unclear how these
factors were related to ethnic minority statuses since these findings have limited
generalizability to the minority women because they were mostly underrepresented in the
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study populations. Given that the highest incidence of unintended pregnancies is reported
among African American women and women with low education and income level
(CDC, 2014), more US studies examining contraceptive use and reproductive health
decision making should include careful examination of ethnic/racial differences and
sampling that ensures adequate representation of African American women and
underserved populations in order to conduct such analysis. International studies also
need to assess regional and cultural group differences especially at the cathexis level in
order to better understand such differences and how to address them.
The association of geographical location (rural vs. urban) with IPV and contraceptive
method selection was another sociodemographic factor examined. While only three
studies examined the differences between rural and urban women, important findings that
emerged were that women living in urban areas (both in the US and internationally)
overall used contraceptives at a higher rate, more IUDs, and fewer sterilization
procedures compared to rural women. These findings are consistent with national US
data trends on contraceptive use that indicate women living outside metropolitan areas
were more likely to use sterilization as a contraceptive method (Jones, Mosher, &
Daniels, 2012). Additionally, women in rural areas may have difficulty finding and
obtaining family planning services (Frost et al., 2001). Consequently, women in rural
areas experience higher rates of IPV (Breiding et al., 2009 & Peek-Asa et al., 2011). A
history of IPV may further compound the challenges of women living in rural
communities to access contraceptives and to select more effective and long-term
contraceptive methods.
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The types of contraceptive methods used were also explored in the context of IPV
histories in both international and US studies. Women with a history of IPV reported
varying types of contraceptive method selection. Women with a history of IPV primarily
used oral contraceptives, followed by Depo-Provera, condoms, and sterilization as forms
of contraceptive methods. This is consistent with US and global trends of contraceptive
use that place oral contraceptives, condoms, sterilization and Depo-Provera on the list of
the top five contraceptive methods (United Nations, Department of Economic and Social
Affairs, Population Division, 2015). These trends are discordant with the results found in
a sample of Indian women with a history of IPV that were more likely to choose
traditional methods of contraceptives (e.g., calendar method). These differences highlight
the need to consider other contributing factors to the relationship between IPV and
contraceptive use, such as cultural context and barriers to accessing more effective
contraceptive methods. Subsequent studies that examine contraceptive use in women
with histories of IPV should also assess for adherence to contraceptive method to
determine whether certain methods (e.g., long acting reversible contraception or LARC)
may be more accepted and effective in an IPV population. Long-term reversible
contraceptive methods, such as sub-dermal implants and intrauterine devices (IUDs),
used with women with IPV histories offer more long-term and effective contraceptive
options to decrease unplanned and unwanted pregnancies and the risk of unnecessary
medical procedures such as sterilization and abortions.
Among the studies, contraceptive use was also assessed in relation to the timing
(past, current and years) of IPV exposure. When considering the length of IPV exposure,
women that experienced IPV longer were less likely to use contraceptives or hide
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contraceptives, whereas no significant differences were observed in contraceptive use
among women who were in current abusive relationships. Differences in what point in
the relationship a woman experienced IPV may affect her ability to successfully negotiate
contraceptive use since women currently in an abusive relationship may have more doubt
in disclosing use of certain contraceptives. It is hypothesized that women with an IPV
history that is not current may be more able to negotiate contraceptive use because of
more time for self-growth and empowerment. A partner’s disapproval of contraceptive
use and fear of eliciting suspicion and violence are behavioral risk factors suggested by
the TGP’s framing of the sexual division of power. Studies in this review varied in the
length of time of history of IPV, making it difficult to compare and synthesize findings
that accurately describe the relationship between the timing of IPV and contraceptive use.
While several individual-level factors have been identified that can help explain
the discrepancies in associations between IPV and contraceptive use, an important
distinguishing factor may also be the methodological approach used to assess
contraceptive choices among this population. The classification systems, or lack of, used
to describe contraceptive methods selection varied among the studies making it difficult
to synthesize the results. Using the TGP to organize and group contraceptive methods
may offer a helpful approach to analyze contraceptive use for women in relationships
where IPV exists across studies and cultures. More specifically, one proposed framework
for classifying contraceptive methods is grouping them as male-controlled and femalecontrolled contraceptive methods. Male-controlled methods are defined as contraceptive
a method that are used by men for pregnancy prevention and involves the male anatomy
and physiology (e.g., condoms, withdrawal during intercourse). Similarly, female-
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controlled methods are defined as contraceptive methods that are used by women for
pregnancy prevention and involve the female anatomy and physiology (e.g., LARC, birth
control pills, etc.).
There are two different ways of thinking about male vs. female control of
contraception, an observation highlighted by examining this issue using the TGP. While
the definition of the grouping is based on the use of contraceptive on the anatomy and
physiology of a male or female, it is important to separate the definition from the
meaning of female-controlled as having the ability to exert control (e.g., financially) to
choose and use a particular contraceptive method. Consequently, the grouping of
contraceptives as female or male control may be different for women that are in an
abusive relationship. Based on the framing of the TGP, abuse of authority and control in
relationships and financial inequalities may produce power inequalities that affect
contraceptive choice more so than biological control. This imbalance can significantly
impact contraceptive use and method selection in abused women and consistently allow
men to exert control over all types of contraceptive use whether it may be femalecontrolled or male-controlled. Exploratory steps using male and female controlled
classification for contraceptive selection warrants further investigation and may help
health care providers better understand the effects of IPV on contraceptive method
selection by providing a framework that reduces discrepant results in contraceptive use
patterns.
Gaps in the Literature
Several gaps in the intersecting fields of IPV and effective contraceptive use
were identified. The gaps included a limited amount of studies conducted in the US,
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with no qualitative or mixed-methods studies within US culture. While there were
fifteen studies in this review, only five US studies explored patterns of
contraceptive use among women with a history of IPV. One qualitative study and
one mixed-method study were conducted. Conducting qualitative and mixed
methods studies in both US and international samples is necessary to further
understand and contraceptive use and identify potential interventions to address
these issues that are safe and acceptable for abused women. Exploring the culturally
normative roles as depicted by the TGP, can offer a global perspective and cultural
differences among abused women. Allowing women to tell their stories of lived
experiences will help in understanding the context in which their lives are impacted
by IPV and the ability to safely negotiate contraceptive use and method selection
without necessarily ending the relationship which may be not what the woman
wants or may not be possible in her context. Data gathered from qualitative and
mixed methods studies can greatly impact health care provider’s ability to better
recognize and understand the differences between non-compliance with
contraceptive methods and reproductive coercion because of IPV. This information
can then translate into family planning education guidelines and policies for women
experiencing IPV in the future.
Implications for Future Research
As noted above, additional studies need to be conducted in US populations to
understand the unique contributions of cultural and geographical context in more diverse
samples. With limited research on rural/urban differences in contraceptive use among
women with a history of IPV, there is a need to explore cultural and geographical
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differences in US-based populations. Specifically, questions that can be explored are: (a)
What are the patterns of contraceptive method selections among women with and without
a history of IPV? and (b) What are the patterns of contraceptive method selections among
women in rural and urban populations?
Patterns of contraceptive use may also be different based on current or lifetime
IPV experiences and the amount of time lapsed from an incident of IPV. Further studies
are needed to examine how these factors affect contraceptive use. Additionally, it is also
necessary to further explore the patterns of contraceptive use in minority populations, as
they face considerable disparities in health care. In particular, African American women
warrant further representation in contraceptive use research given the high rates of
unintended pregnancies, socioeconomic risk, and IPV histories (CDC, 2014) in this
population compared to other minority groups.
Establishing a reliable, and theory based framework of definitions between malecontrolled and female-controlled contraceptive methods is important to better understand
current controversies in results. Identifying consistent patterns of contraceptive use
related to reproductive sexual health in this vulnerable population can in turn, inform
acceptable and effective interventions for negotiating contraceptive use in IPV
relationships. Information collected from assessment studies using male and femalecontrolled classification systems can inform subsequent contraceptive use interventions
that are tailored for women with histories of IPV. Conducting intervention studies aimed
at education skills to successfully and safely negotiate contraceptive use in IPV
relationships can be effective in empowering women with a history of IPV to make
contraceptive choices. Having more control will allow her to have more control over the
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timing of pregnancies and desired family size (i.e., a documented risk factor for
continued IPV) as well as prevent her from undergoing more “impulsive” irreversible
methods of birth control (e.g., unnecessary surgery for tubal ligation).
Conclusion
Intimate partner violence (IPV) continues to be a serious health care problem
affecting several systems, including reproductive health. Gender-based power and
financial imbalances within a heterosexual relationship may negatively impact
reproductive health outcomes for women with a history of IPV, further entrapping them
in a cycle of control and abuse with inability to control family size and exposure to
reproductive coercion. Understanding the impact of these factors on health behaviors
requires responsiveness from both researchers and health care providers. Future studies
can achieve this through better assessment of the relationship between IPV and
contraceptive use and with more studies on both US and international samples. As
previously mentioned, further exploration of the timing of IPV experiences and a more
standardized framework for defining contraceptive use as well as gathering qualitative
along with quantitative data in US and international studies will help promote
understanding of the relationship between the timing of IPV and contraceptive use.
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Table 1: Table of Studies
Level of Evidence: Level II – quasi experimental; Level III -experimental study, qualitative study or meta-synthesis
Quality of evidence: A-high quality, B-good quality
Author
Date

Study Purpose/
Research Question

Setting
Sample
Description,
Size (N)

Study Design

Data
Collection
Methods

Results

TGB
Social
Structure

Level of
Evidence

Alio et al.,
2009

Examined
association b/w
contraceptive use
and IPV in SubSaharan African
Women

N = 24, 311
Women of
reproductive
age

Case/control

Intervieweradministered
questionnaire

39.8% experienced IPV &
slightly more likely to report BC
use compared to non-abused
women (odds ratio 1.30; CI 1.221.38)

Cathexis

II A

Division of
Power

II A

Quantitative

DHS 20032006

Abused women reported using
contraceptive and a higher rate
than non-abused women (65.9%
vs. 59%, p<0.0001)
No difference b/w abused
(93.2%) and non-abused (93.1%)
women using female-controlled
contraception.

Allsworth et
al., 2013

Chan &
Martin,
2009

Evaluate impact on
exposure to
emotional, physical,
or sexual abuse on
contraceptive
method selection
and discontinuation

Examine the
association b/w
physical and sexual
violence
experiences in the
previous 12 months
and subsequent
contraceptive use

N = 7170,
women ages 14
– 45
CHOICE
Project in St.
Louis, Missouri
B-49%,
W-43%
H-5%,
O-8%
N = 4136
Women, 18 yrs.
and older
BRFSS 2002,
NC
B- 5.6%

On-going
retrospective
cohort study

Selfadministered
questionnaire

Quantitative

Secondary
analysis

Cross-Sectional
Quantitative

Telephone
interviews

Abused women no more likely
than non-abused women to DC
LARC (AHR=1.03;95%
CI=0.86, 1.25)

Cathexis

Abuse associated with faster
discontinuation of LARC and
Non- LARC methods
(AHR=1.32; 95% CI =1.11, 1.56)

1 in 20 women experience IPV in
past 12 months & less likely to
use contraception
(OR= 0.1; 95% CI= 0.1-0.8)
Younger women (18-24 yrs)
(AOR=4.6 95% CI=1.9-11.2),
single women (AOR=2.3;95%

Cathexis

II A
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Study Purpose/
Research Question

Setting
Sample
Description,
Size (N)

Study Design

Data
Collection
Methods

W-53.4%
H- 23.8%
A/O 17.2%

Results
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Social
Structure

Level of
Evidence

Division of
Labor

III A

CI=1.2-5.2), and Hispanic
women (AOR=2.0; 95% more
likely to use contraceptives
77% reported using hormonal or
long-lasting BC methods, less
than ¼ (22.75) used traditional or
barrier methods

Dalal et al.,
2012

Diop-Sidibéa
et al., 2006

Fanslow et al.,
2008

Examine association
b/w contraceptive
use and IPV among
women in
Bangladesh

N = 10,996
married women
15-49 yrs.

Questionnaire
Interview

Quantitative

Bangladesh
DHS 2007

Examine association
b/w married
women, wife
beating,
contraceptive use,
pregnancy
management, &
report of health
problems & doctor

N = 6566
married women
ages 15–49

Outline the use of
contraception use
among New
Zealand women

N = 2790
Women, ages
18-64 yrs.

Explore the

Cross-Sectional

Women exposed to physical
violence were 2x (OR 1.93, CI
1.55-2.41) more likely to use BC
than non-abused women

Cathexis

Women ages 25-39 yrs. (>80%),
living in urban areas (80%), &
higher educated (86%) more
likely to use modern BC

Cross-Sectional

Face to Face
interview

Quantitative

Egyptian DHS
1995

Cross-Sectional
Quantitative

Face-to-face
interview

Women (85%) experiencing
physical IPV used more
contraceptives compared with
those (78%) who did not
experience IPV (p<0.001)
Higher rate of IPV associated
with non-use of contraceptives,
ante-natal care less likely among
ever-beaten women (OR=0.17,
p<0.05)
Women beaten 3 or more times
in the last year were half as likely
to use contraception than women
who were beaten less often
(OR=0.51%, p<0.05)
IPV was associated with
contraceptive use compared to no
IPV (91% compared vs. 85.2%, P
< 0.0001).
More women in the rural area

Division of
Power

II A

Cathexis

Cathexis

II A
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associations
between IPV,
contraception and
condom use

Results
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Power
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had ever used contraception,
compared to women in the urban
area (89.8% and 83.6%,
respectively, P < 0.001).
Partners refusal to use
contraception was as higher
among women with lifetime IPV
(5.4%; 95% CI 3.8-6.9) than no
lifetime IPV (1.3%; 95% CI 0.71.8)
Rural women (38.8%) more
likely than urban (33.1%,
P=0.007) to report IPV, less
likely to access family planning
and
Rural women used sterilization
(13.3%: 95% CI 10.0-16.5) more
than urban women (7.7%; 95%
CI 5.3 -10.1) as a form of birth
control.

Fantasia et al.,
2012

Examine the effects
chronic violence on
contraceptive
patterns, type,
contraceptive
methods changes, &
pregnancy risk

N = 2000
Women mean
age 21.8 yrs.

Retrospective,
Case/control
Quantitative

Reproduction
health clinics in
north eastern
USA
B- 5.7%
W- 64.9%

Medical records
review

Rural women - most common
method = pills (29.6%; 95% CI
25.2-34.0), followed by male
sterilization (22.4%; 95% CI
18.2-26.7), condoms (15.3%;
95% CI 12.1-18.5), IUD (9.5%;
95% CI 6.9-12.1), and injectable
(5.7%; 95% CI3.6-7.7)
29% Women who experienced
IPV were more likely to report no
use of contraception, current
method –oral contraceptives
(21%), condoms (32%), no
contraceptives (13%),
sterilization (2%)
Women with Hx of IPV (25%)
chose more effective methods of

Cathexis
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Author
Date

Study Purpose/
Research Question

Setting
Sample
Description,
Size (N)

Study Design

Data
Collection
Methods

A- 2.3%,
O-2.5%
Multiracial
1.0%
Refused 23.1%

Gee et al.,
2009

Examine the
association b/w
IPV, abortion,
parity, and
contraception use

N = 1423
Women
18 yrs and older

Examine the
association b/w IPV
exposure &
reproductive health

Cross-sectional
(Quantitative)

Selfadministered
questionnaire

Planned
parenthood
centers,
abortion clinics
in south PA

N = 33,385
Women 15-49
yrs.
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Social
Structure

Level of
Evidence

Division of
Labor
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contraception than women with
no IPV Hx (8%) (OR=3.9; CI
3.0-5.2, p<.001). Women with
IPV Hx had a significant rate of
emergency contraceptive use
within the past year (OR=6.5, CI
3.8-9.3)

B-28.6%
W-54.3%
O-18.9%

Okenwa et
al., 2011

Results

Cross-Sectional
(Quantitative)

Questionnaire
Interview

Women who experienced IPV in
the past year plus violence for the
past 5 years had the highest
probability (18%) of hiding
contraceptives from their partner
(OR=5.4; CI 2.8-10.5) in
comparison to women with no
IPV history, recent (past year),
past year plus history over 5
years, and Hx recent plus over 5
years.
Women with a Hx of IPV were
more likely to report:
a partner not wanting her to use
BC (OR=2.34; 95% CI 1.413.89)
a partner who make is difficult to
use BC (OR=2.78; 95% CI 1.684.63)
taking emergency contraception
to prevent present pregnancy
(OR=3.04; 95% CI 1.31-7.09)
skipping BC because she
couldn’t afford it (OR=2.02; 95%
CI 1.32-3.08)
Majority of women with an IPV
Hx used birth control pills
(21.1%) or condoms (35%)
Physical IPV Hx is linked to
miscarriages, abortion, and
stillbirths (20.3%, p=0.000),
having more children (16.4%,
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Salam, et al.,
2005

Study Purpose/
Research Question

Setting
Sample
Description,
Size (N)

outcomes & use of
contraceptive
methods among
Nigerian women

DHS of
Nigeria, 2008

Assess the
association between
spousal violence and
women’s
reproductive health.

N = 496
Married women
of reproductive
age, mean age
25.4

Study Design

Data
Collection
Methods

Results
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Social
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Level of
Evidence

Cathexis

II B

Division of
Power
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p=0.000), & infant mortality
(16.1%, p=0.002)

Cross sectional
survey
(Quantitative)

Intervieweradministered
questionnaire

Physical IPV Hx associated with
modern contraceptives use than
with non-abused women (21% vs.
15%) (no OR or CI reported)
73% of women were abused by
their husbands at least once
during their married life.
About 47% of abused women
used contraception compared to
about 61% of non-abused women
(p<0.01).

Urban slums in
Bangladesh

Only 0.3% of abused women
reported that their husbands used
condoms compared to about 2.4%
of non-abused women’s husbands
(p<0.05).

Stephenson et
al., 2006

Examine the
association b/w
domestic violence
and adoption of
modern
contraception in
North India

N = 50, 815
Married
couples
Five districts
in Uttar
Pradesh, India

Cross-Sectional
(Quantitative)

Secondary
analysis, surveys
from 1995-1996
PERFORM
system of
indicators
Survey and the
Male
Reproductive
Health Survey

Contraceptive use among abused
women was signiﬁcantly lower
than the non-abused women
(p<0.01)
Negative association b/w abuse
and contraceptive use
Women experiencing IPV 2.1
times less likely to use
contraception compared to nonabused women.
Gender-enforced barriers to BC
use are present in the household
and community (HR=.54,
p=0.001)
CHW outreach was significantly
associated with contraceptive use

Cathexis
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Author
Date

Study Purpose/
Research Question

Williams et
al., 2008

Examine the
differences in
contraceptive use
between abused
women and nonabused women

Setting
Sample
Description,
Size (N)

N = 225
Age: 18yrs and
older from
Health care
settings in the
Boston
metropolitan
area

Study Design

Data
Collection
Methods

Case-control
(Quantitative)

Selfadministered
questionnaire

Results

(HR=1.98, p=0.025)
Women experiencing IPV more
likely to report not using
preferred method of BC than nonabused women
(OR= 1.9; 95%CI = 1.0 to 3.7)

TGB
Social
Structure

Level of
Evidence

Cathexis

II B

Division of
Power

III B

Most used contraception was pills
(36.9%), abused women used
condoms more than non-abused
women, 92.4% reported a usual
source of care

B-39.6%
W-45.3%
O-15.1%

Abused women were more likely
to use no contraception than nonabused women (17.45 vs. 10.9%)

WilsonWilliams, et
al., 2008

Examine how
domestic violence
affects the use of
contraceptives by
women in a rural
village in India

N = 64
Ever-married
women aged
20 to 49
Gangadhar a
small village
located in
Ratnagari
district, India

Qualitative

Focus group
discussions

The most common methods of
contraception were birth control
pills 27.8, p=.0040, condoms
(33%, p=.0407) and DepoProvera (14.8%, p=.9599)
“A woman’s refusal of sex, even
for fear of pregnancy is seen to
precipitate violence.”

Cathexis
“Some men do harass a wife if
she is unable to produce a child
shortly after marriage. . . . Some
men trouble their wives [insist on
sexual relations] even when the
first child is barely six months
old. In such cases women do take
tablets [hormonal contraceptives],
etc.”
“Sometimes wife gets Cu T fitted
quietly without informing
husband . . . because husband
troubles her a lot [demands more
sex], how long a wife can suffer?
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Study Design
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Results

Suppose a wife wants to opt for
operation and if husband refuses,
then she will obviously take pills,
etc., without his consent. She
doesn’t have any other options.”
“Some men are never ready for
the operation even after having a
large number of children. In such
cases, the wife has to suffer.
Some men do have an
understanding nature, but some
may not” (Older Participant).
“But if you do it [use
contraceptives] still in-laws may
taunt you and even if you don’t,
they may still ridicule you. They
sometimes say that it is okay to
have more children” (Younger
Participant).
Women cited a number of direct
and indirect ways to avoid
intercourse: voicing their
displeasure, coming to bed late,
and performing household chores
at inappropriate times were
mentioned most often. Some
husbands insist that utensils must
be washed in the mornings only
and not after dinner at night.
Some husbands become
suspicious about a wife’s motive
in washing utensils at night and
spending more time outside at
night. . .. If she doesn’t listen then
her husband beats her. (Older
Participant)

B=African American; W=White; H=Hispanic; A=Asian; O=Other; Hx=history, DHS=Demographic Health Survey

TGB
Social
Structure

Level of
Evidence
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MANUSCRIPT 3
Contraceptive Use among African Caribbean and African American Women with a
History of Intimate Partner Violence
Abstract
Intimate partner violence (IPV) is a factor that may limit a woman’s choice and use of
contraceptive. This study explored differences in contraceptive use between abused and
non-abused women in rural and urban populations using a case-control method of 862
women. Rural and abused women had higher rates of IPV and no contraceptive use.
Having children, single status and PTSD symptoms were significant predictor when
assessing effects of IPV and length of time exposure. When selecting a contraceptive
method for African American women experiencing IPV, risk factors other than abuse
status for no contraceptive use should be considered.
Keywords: intimate partner violence, contraception, African Caribbean, African
American, women’s health
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Introduction
The use of contraceptives is an integral part of a woman’s life during the
childbearing years. While contraceptives are widely available in the United States (US)
and the United States Virgin Islands (USVI), initiating and maintaining continuous use of
contraceptives in a relationship in which intimate partner violence (IPV) exists may be
difficult (Fontenot & Fantasia, 2011). IPV is viewed as a complex health problem as well
as a criminal and social problem (Office of Minority Health, 2014). It is estimated that,
while 12 million people in the US experience IPV, approximately 93% of the victims are
women (US Department of Health and Human Services, Office on Women’s Health,
2011). IPV is a risk factor for a range of poor reproductive outcomes because of sexually
abusive and controlling behavior such as refusal to use condoms and/or contraception
(Campbell, 2002; Miller et al., 2010)
IPV can limit a woman’s ability to control her life and to make informed
decisions regarding sexual expression, contraceptive use, and timing of pregnancies
(Coker, 2007 & Blanc, 2001). IPV is identified as a risk factor for unintended and
unwanted pregnancies (Pallitto, et al., 2013; Raj & McDougal, 2015; Campbell, 2002;
Nixon, et al., 2004; CDC, 2014). Unintended pregnancies are more common in abusive
relationships (Santelli et al., 2003; William, et al., 2008) and are associated with a) failing
to use contraceptives, b) using less effective contraceptive methods, and c)
noncompliance with effective methods, all of which result in a lack of control over
pregnancies (The Shriver Report, 2009). Women in abusive relationships also experience
reproductive coercion at a higher rate than non-abused women (Miller et al., 2010). In
addition, repeated unplanned pregnancies may result in women undergoing tubal
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ligations, a surgery that could be avoided with greater control of pregnancies (Santelli et
al., 2003). Unregulated sexual activity leading to repeated unplanned pregnancies can
also result in rapid repeat births, which can be physically detrimental to mother-infant
health and increase the family’s risk of living in poverty (Santelli et al., 2003, The
Shriver Report, 2009 & OWH, 2015). The influence of IPV on female reproductive
health suggests that gender-based power imbalances within a heterosexual relationship
may negatively affect reproductive health outcomes.
IPV is associated with negative health outcomes and high health care costs
While half the pregnancies in the US are unintended, the highest incidence of
unintended pregnancies is among African American women and women with low
education and income levels (Allsworth, et al., 2013; CDC, 2014). A recent review of the
literature found that a lack of contraceptive use was associated with being married,
minority racial/ethnic group status, low education attainment, and low income (Chan &
Martin, 2009; Gee et al., 2009; Dalal et al., 2012). Studies also reveal significant
differences in patterns of contraceptive use between rural and urban populations
(Fanslow et al., 2008; Salazar et al., 2012). Women living in urban areas used
contraceptives at a higher rate, used more intrauterine devices (IUDs), and underwent
fewer sterilization procedures as compared to rural women, who were more likely to
report IPV, less likely to access family planning, and more likely to use sterilization as a
form of birth control (OMH, 2014). In addition to negative health consequences,
unintended pregnancies are associated with significant economic consequences, costing
the US an estimated $11 billion (OWH, 2011). In addition to being at higher risk for
unintended pregnancies, African American women also continue to be at high risk for
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IPV. Despite being high risk for IPV, patterns of contraceptive use in African American
women with a history of IPV are understudied. Similar to African American women,
African Caribbean women residing in the USVI, a rural population with additional risk
factors, experience high rates of IPV, with a past 2-year prevalence of IPV of 32% in St.
Thomas and 22% in St. Croix (Stockman, et al., 2014).
Five recent studies of women residing in the U.S., published between 2005 and
2015, addressed patterns of contraceptive use in women with a history of IPV. Only two
of the five studies had a substantial proportion of African American women, one with
39.6% (Williams et al., 2008) and the other 49% (Allsworth, et al., 2013). In these
studies, data collection procedures included primarily self-administered interviews
(Allsworth, et al., 2013, Chan & Martin, 2009; Fantenot & Fantasia, 2011). One study
used telephone interviews (Williams et al., 2008) and one study used a retrospective chart
review (Fanslow et al., 2008). While other studies have analyzed adherence to
contraceptive use and the correlation of behavioral characteristics on adherence
(Bastianelli, et al., 2017 & Griffith et al., 2017), none of the 10 studies in this review
considered the mental health consequences of unintended and unwanted pregnancies for
women with a history of IPV. Only two studies compared rural and urban women
(Williams et al., 2008; Fanslow et al., 2008). To date, there are no studies conducted on
the patterns of contraceptive use of women with a history of IPV living in the USVI, nor
anywhere in the Caribbean. The USVI, a territory of the US has a particularly vulnerable
population of women living in rural areas and with high rates IPV (Stockman, et al.,
2014).
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Theoretical Framework
The Theory of Gender and Power (TGP) developed by Robert Connell in 1987
and further developed by Wingood and DiClemente (2000) is a suitable theoretical
framework for examining the nature and context of contraceptive use among women
experiencing IPV. Women’s lack of power in heterosexual relationships often translates
into constraints on sexual behavior. The TGP explores the depth of sexual inequity as
well as gender and power imbalances. The three major social structures of the TGP, the
sexual division of labor, the sexual division of power, and the structure of cathexis, are
used to characterize relationships between men and women.
In the first structure, sexual division of labor, women are often delegated the
responsibility of “women’s work,” which may limit their economic potential and their
career paths. Additionally, labor practices favor male educational attainment and the
segregation of income-generating work for men, allowing men more control of the family
income. The second structure, sexual division of power, is maintained by social
mechanisms such as the abuse of authority and control in relationships. Women in powerimbalanced relationships tend to depend on their male partners because men usually bring
more ﬁnancial assets (money and status) to the relationship. The last structure of cathexis
also referred to as the structure of social norms, characterizes emotional and sexual
attachments in heterosexual relationships, which dictates appropriate sexual behavior
from the woman. This structure also defines culturally normative roles for men and
women and may further weaken women’s roles and increase the inequality felt by women
in a heterosexual relationship. The expectations that society has of women about their
sexuality shape women’s self-perceptions and describe women’s sexuality.
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Present Study
The aim of this study was to investigate relationships between both contraceptive
use and method selection and selected demographic characteristics (educational
attainment & income), mental health consequences (depression & PTSD), unintended and
unwanted pregnancies, and current and lifetime IPV histories. This study addressed
patterns of contraceptive use and method selection among African Caribbean women
living in the USVI. These women were compared to a sample of urban women in
Baltimore, MD.
Using the framing of the TGP, predictor variables were selected for inclusion in
the logistic regression and multinomial models. Additionally, the TGP was used to create
an assessment framework that would posit contraceptive methods as either malecontrolled or female-controlled. This served as a method of classification for the
contraceptive methods and analysis of findings. While this grouping of contraceptives as
male-controlled and female-controlled is exploratory, based on previous research and the
framing of the TGP, the following were hypothesized: (1) rural women have higher
instances of no contraceptive use and unintended pregnancies than women in urban areas,
(2) abused women (across both rural and urban samples) use more male-controlled than
female-controlled contraceptives, and (3) women with higher incidences of mental health
problems are less likely to use contraceptives.
Methods
Study Design
This study is a secondary analysis of an existing data set from the African
Caribbean African American Women’s Study (ACAAWS), a multi-site study with a
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comparative case (women experiencing intimate partner abuse) control (women never
experiencing abuse) design. ACAAWS examined the abuse status and associated health
outcomes among African American and African Caribbean women in Baltimore, MD,
and St. Croix and St. Thomas, USVI. Data were collected between 2009 and 2011, with
1,545 women were screened for eligibility. A total of 901 women met the eligibility
requirements of 1) self-identification as African Caribbean, African American or of
African heritage, 2) aged 18-55 years, 3) and reporting having an intimate partner during
the prior two years. The women were recruited from primary care, pre-natal, and family
planning clinics in Baltimore, MD, and the USVI. Following informed consent, the
participants completed a 30-minute survey using audio computer-assisted self-interview
(ACASI). The use of ACASI is a unique data collection approach which has shown
effectiveness in collecting sensitive data among African American women (Seth, et al.,
2009; Hornberry et al., 2002). ACASI involves the administration of a prerecorded
survey heard through headphones, using a touch screen or keypad for responses, thus
creating an atmosphere that encourages honest responses to sensitive questions and
expands the pool of participants to include individuals with low literacy (Hornberry et al.,
2002; Kim et al., 2008). Women completed the survey in 30 minutes, in private areas in
the clinics. Participants received a $20 USD gift card upon completion of the interview.
This present study used data from 862 of the 901 eligible participants who
responded to the question on contraceptive use. A sub-sample of pregnant women, n=243
(28%), was used to investigate contraceptive use related to unintended and unwanted
pregnancies. In addition to the IPV histories and contraception-related questions collected
from all participants, these pregnant women answered the questions (1) Since you have
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been pregnant, have you been hit, slapped, kicked or otherwise physically hurt by
someone? (2) Was this a planned pregnancy? (2) Do you feel this pregnancy was a result
of forced sex or not being allowed to use birth control? (3) For you, is this pregnancy
now wanted, unwanted, or are you unsure?
The parent study was approved by the Institutional Review Boards of Johns
Hopkins University and The University of the Virgin Islands. This study was conducted
with approval from the Institutional Review Board of The Medical University of South
Carolina.
Measures
Sociodemographic characteristics. Questions were asked to gather sociodemographic
information, including about individual and partner sociodemographics, intimate partner
violence (physical, sexual, or psychological abuse), mental health problems (depression
and PTSD), contraceptive use, and methods of contraception selected.
Contraceptive Use. The participants were asked: What methods do you currently use to
prevent pregnancy or to prevent sexually transmitted diseases? As answers to this
question, seven contraceptive methods (sterilization, birth control pills, Depo-Provera,
condoms, spermicides, withdrawal, and none) were provided as choices with the option
to select more than one contraceptive method and to respond by free text for any methods
not listed. Using the assessment framework of grouping contraceptive methods through
the lens of the TGP, male-controlled, female-controlled, and female and male-controlled
contraceptive methods served as a method of classification for type of contraceptive
method used. Male-controlled methods were defined as contraceptive methods used by
men for pregnancy prevention and involving the male anatomy and physiology (e.g.,
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condoms). Similarly, female-controlled methods were defined as contraceptive methods
used by women for pregnancy prevention and involving the female anatomy and
physiology (e.g., LARC, birth control pills, etc.). Respondents were classified as using
both female and male-controlled contraceptives if they used more than one class of
contraceptive. Contraceptive use and method selection were grouped into four categories
for analysis: (1) No contraceptive use (2) male-controlled contraceptives (3) femalecontrolled contraceptives and (4) female and male-controlled contraceptives.
Intimate Partner Violence. The Abuse Assessment Screen, with sensitivity of 93% and
specificity of 55% (McFarlane, Parker, Soeken, & Bullock, 1992) was used to identify
women with a history of intimate partner abuse. A case was defined as a woman who
answered "yes" to “ever been emotionally or physically abused,” “have been hit, slapped,
kicked, or otherwise physically hurt within the past year – did this happen during
pregnancy?” and/or “was forced to have sexual activity” by a current or former intimate
male partner. A control was defined as a woman who had never been the victim of
intimate partner abuse and answered "no" to all four screening questions on the AAS.
The Women’s Experiences of Battering (WEB), with a Cronbach’s alpha of 0.95,
sensitivity of 86.0% and specificity of 91.0%, (Smith, Tessaro, & Earp, 1995) is 10-item
self‐report questionnaire used to measure psychological abuse. High scores indicate high
levels of psychological abuse. Six domains capture psychological abuse: perceived threat,
altered identity, managing, entrapment, yearning, and disempowerment. A score greater
than 19 (20 or more) was considered a positive “case” for psychological abuse as
suggested by the authors.
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Mental Health Problems. The Primary Care Post-Traumatic Stress Disorder Screening
(PC-PTSD), with Cronbach’s alpha=0.83 (Prins et al., 2003), is a 4- item, self-report
screening tool designed to assess PTSD symptoms in the prior month, with scores
ranging from 0 to 4. A score of 3 or higher is the cut-off for clinically significant PTSD
symptoms. The Center for Epidemiologic Studies Depression (CESD-10) (La Chapelle
2005 & Miller et al. 2008), with a Cronbach’s alpha 0.86, is a brief 10-item well
validated questionnaire screening measure for assessing levels of past-week depressive
symptom, summed to obtain a continuous measure of depressive symptom severity
ranging from 0 to 29. A total score of 10 or higher is the cut-off for clinically significant
depressive symptoms. Those who scored ranging from 0-9 were therefore categorized as
not having symptoms suggestive of depression.
Statistical analysis
Chi-square tests were used to compare sociodemographic characteristics between
women with and without histories of IPV and between urban and rural women.
Frequency distributions (absolute and relative) were calculated for contraceptive use,
each contraceptive method, and control of contraceptive methods (neither, malecontrolled, female-controlled, or both). Chi-square analysis was also used to evaluate
differences in contraceptive use and method selection between women with and without a
history of IPV and the differences between urban and rural women. All the variables met
the assumptions and requirements for the Chi-square test, as the variables measured were
nominal and each cell in the contingency table met the expected frequency of at least 5.
The chi-square analysis tested the null hypothesis that there was no relationship between
variables. The significance level was set at 0.05.
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Logistic regression models were used to analyze abuse status, selected
demographic characteristics (age, educational attainment, marital status, abused woman’s
monthly income, abused woman partner’s monthly income), geographical location (rural
vs. urban) and mental health problems (PTSD, depression) affecting contraceptive use.
The three IPV variables were entered individually first into bivariate models, with all the
potential predictor variables entered simultaneously in subsequent steps (full model).
Multinomial logistic regression was used to test the framework of grouping
contraceptive methods for analysis when evaluating contraceptive method selection and
use among women experiencing IPV. For this purpose, a combined variable was created
with the following 4 categories: no contraceptives, male-controlled contraceptives
(condom and withdrawal), female-controlled contraceptives [sterilization, birth control
pills, Depo-Provera, spermicides and other (all other contraceptives included in free text)]
and female and male-controlled contraceptives (women who selected both malecontrolled and female controlled contraceptive methods). The same potential predictor
variables used in the logistic regression models were included in the multinomial
regression models. As with logistic regression analysis, three analyses were conducted
individually for each IPV variable (IPV past year, IPV past 2 years and IPV lifetime). No
contraceptive use was the reference category for the dependent variable.
A subset of pregnant women was also analyzed using logistic regression and
multinomial logistic regression models. Only variables that were statistically significant
in the analysis for the entire sample were entered into the models for the pregnancy
subset analysis for both the logistic and multinomial logistic regression analyses. Level of
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significance was set at 0.05 for both logistic and multinomial logistic regression analyses.
All statistical analyses were performed using SPSS version 23.
Results
Socio-economic variables were compared for differences between site (urban vs.
rural) and abuse status (IPV/no IPV experienced). The sample of 862 women comprised
333 (39%) urban women and 529 (61%) rural women. 515 (60%) were abused and 347
(40%) non-abused of the sample. Twenty-eight percent (n=243) of the sample was
pregnant. The majority of the sample were ages 18-24 (39%) with a mean age of 29
years. Seventy three percent (73%) self-identified as African American, 19% as African
Caribbean, while (8%) considered themselves mixed race with African descent. Most
women (86%) identified as Non-Hispanic. Approximately half the sample were single
(48%) and 15% were married. Forty two percent (42%) had a high school
education/GED. Approximately half (48%) of the women were employed. Over three
quarters (77%) of the sample reported an individual income between $400 - $1200 per
month and the women reported their partner’s income of which the majority (36%) had
an income of between $400 – 1200 followed by 29% with an income of less than $400.
Twenty seven percent of the women were pregnant, 68% of those pregnancies were
planned, with 88% wanted. Seventy three percent (72%) had children, with the majority
(73%) having at least 2 children. (Table 1).
There was a significantly (p <.001) greater proportion (82%) of African American
not abused while there was a significantly greater proportion (24%) of AfricanCaribbean women among those abused compared to the proportion (12%) not abused. A
significantly (p < .001) greater proportion of Non-Hispanic (91%, p=.001) women were
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not abused in comparison to Hispanic women. Never abused women (45%, p=.001) were
also more likely to have completed high school/GED. Most of the abused women had
children (77%, p <.001) and were pregnancy (25%, p <.001) (Table 1A). However, there
were no associations among age, marital status, employment, income (victim & partner),
planned pregnancy and number of children based on abuse status (Table 1A).
Rural women from the USVI were more likely to self-identify as African
Caribbean (30%, p<0.001) and Hispanic (22%, p<0.001). Women in the USVI were also
more likely to be partnered but not married (36%, p<0.001), employed (52%, p = .002)
and report a partner’s monthly income between $400-$1200 (36%, p =.004). Urban
women from Baltimore were primarily African American (97%, p<0.001), more likely to
have a high school diploma/GED (45%, p<0.001) and be unemployed (59%, p=.002) and
report a partner’s monthly income less than $400 (36%, p =.004) (Table 1B). However,
there were no associations among age, employment, income (victim), planned pregnancy,
wanted pregnancy, having children and number of children based on abuse status (Table
1B).
The contraceptive use and method selection varied among the women in the
sample. The participants were given seven contraceptive method choices with the option
to select more than one contraceptive method. Twenty-seven percent (27%) reported no
contraceptive use. Condoms were endorsed most frequently (41%). Sterilization (10%)
and spermicides (2%) were the least reported contraceptive method. When contraception
methods were grouped by male-controlled, female-controlled or female & male
controlled, most of the contraceptive methods used were male-controlled (48%). The
participants were also given the option to respond by free text. In addition to the
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contraception options given, the participants used the following methods: abstinence
(n=13), intrauterine device (IUD) (n=10), NuvaRing (n=2), homemade tea and douche
(n=1), lube (n=1) and calendar (n=1) (Table 2).
Contraceptive use and method selection were examined and compared between
abuse status and site differences. Abused women were more likely to use male condoms
(44%, p=.044) and withdrawal (18%, p<0.001) as forms of contraception than nonabused women (Table 2A). Urban women were more likely to use Depo-Provera (19%,
p<0.001) and sterilization (15%, p<0.001), whereas, rural women were more likely to use
birth control pills (22%, p<0.001) and withdrawal (19%, p<0.001) (Table 2B). There
were no significant differences between urban and rural women on condom use. When
contraceptive methods were grouped by male-controlled, female-controlled and femaleand male-controlled, there were no significant differences in abuse status (Table 2A).
However, rural women were more likely to use male-controlled methods (36%, p=.008)
(Table 2B).
IPV (past year) and Contraceptive Use
In logistic regression analysis for IPV past year, only the variables children and
marital status were statistically significant in predicting contraceptive use (Table 3A).
IPV was not predictive in any of the models. Women without children had .61 times the
odds of using contraceptives compared to women who had children (p=.019) regardless
of IPV status. Additionally, married women (OR .52, p=.011) and women who were
partnered but not married (OR .62, p=.022) had lower odds of using contraceptives than
single women with IPV status in the model (Table 3A).
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In multinomial logistic regression analysis, for IPV past year, women with a high
school education had .50 times the odds of using male-controlled contraceptives rather
than no contraceptives compared to women who completed trade school, vocational
school or college regardless of IPV status (p=.034; Table 5A). Women who had no PTSD
symptoms had 1.9 times the odds of using male-controlled contraceptives than no
contraceptive use compared to women with PTSD symptoms whether they had
experienced IPV or not (p=.048). Women in an urban setting had .63 times the odds
(p=.042) of using male-controlled contraceptives rather than no contraceptives compared
to women in a rural setting regardless of IPV experience (p=.042; Table 5A).
Different income levels were also significant in predicting contraceptive use with
both female-controlled and female and male-controlled contraceptives. Women with an
income less than $400 per month had .39 times the odds of using female-controlled rather
than no contraceptives compared to women who earned greater than $2000 dollars per
month setting regardless of IPV experience (p=.045; Table 5A). Additionally, women
with a higher income between $1201-2000 dollars per month had .39 times the odds of
using female-controlled contraceptives rather than no contraceptives compared to women
who earned greater than $2000 dollars per month setting regardless of IPV experience
(p=.049; Table 5A). Women who had no children had .41 times the odds of using female
controlled contraceptives than no contraceptive use compared to women who had
children setting regardless of IPV experience (p=.001; Table 5A).
Woman with an income of less than $400 a month had .28 times the odds of using
female and male-controlled contraceptives rather than no contraceptives compared to
women who earned greater than $2000 dollars per month regardless of IPV experience
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(p=.027; Table 5A). Additionally, women with an income between $1201-2000 dollars
had .27 times the odds of using female and male-controlled contraceptives rather than no
contraceptives compared to women who earned greater than $2000 dollars per month
regardless of IPV experience (p=.024; Table 5A). Women with a partner’s monthly
income between $1201-2000 dollars per month had .24 times the odds of using femaleand male-controlled contraceptives rather than no contraceptives compared to women
whose partners earned greater than $2000 dollars regardless of IPV experience (p=.048;
Table 5B). Married women had lower odds of using female-controlled contraceptives
than no contraceptive use compared to women who were divorced or widowed (OR= .18;
p=.006) regardless of IPV experience (Table 5A).
Pregnant Subset Analysis
The logistic regression analysis of the subset of pregnant women showed similar
findings as in the overall sample with only having children (yes/no) and marital status
statistically significantly predicting contraceptive use, while IPV status was not
predictive. Pregnant women with no children had .42 times the odds of contraceptive use
compared to women who had children with IPV status in the model (p=.036). Pregnant
women with no PTSD symptoms had 3.6 times the odds of contraceptive use that women
with PTSD symptoms regardless of IPV status (p=.021).
In multinomial analysis, pregnant women, with an income of less than $400 a
month had 5.6 times the odds of using male-controlled contraceptives than no
contraceptives than women who made over $2000 per month regardless of IPV
experience (p=.009). Additionally, pregnant women with an income between $401-1200
dollars per month had 3.6 times the odds of male-controlled contraceptives rather than no
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contraceptives compared to pregnant women who earned greater than $2000 dollars per
month regardless of IPV experience (p=.037). Pregnant women with no PTSD symptoms
had 12.7 times the odds of using male-controlled contraceptives than no contraceptive
use compared to women with PTSD symptoms regardless of IPV experience (p=.003).
Pregnant women with no children had 12.8 times the odds of using female-controlled
contraceptives than no contraceptive use compared to pregnant women who had children
regardless of IPV experience (p=.003) (Table 6B). Pregnant women with depression had
a .29 the odds of using female and male-controlled contraceptives than no contraceptive
use regardless of IPV experience (p=.026).
IPV (past 2 years) and Contraceptive Use
Like IPV past year, in logistic regression models with IPV experience in the past
2 years, only the variables children and marital status were statistically significant in
predicting contraceptive use while IPV experience was not predictive (Table 3B). In
contrast, in this analysis, women without PTSD symptoms had 1.7 times the odds of
using contraceptive than women with PTSD symptoms regardless of their IPV status
(p=.043) (Table 3B).
In multinomial logistic regression analysis, having a high school diploma, having
no PTSD symptoms and living in an urban setting were the only variables predictive of
no contraceptive use when included with IPV past two years, which was not predictive.
Women who had no children had .44 times the odds of using female-controlled
contraceptives than no contraceptive use compared to women who had children (p=.002).
The women with an income of less than $400 a month had .27 times the odds of using
female- and male-controlled contraceptives than no contraceptive use compared to
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women who earned greater than $2000 dollars per month (p=.020). Additionally, women
with an income between $401-1201 dollars per month had .26 times the odds of using
female- and male-controlled contraceptives rather than no contraceptives compared to
women who earned greater than $2000 dollars per month irrespective of their PV
experience (p=.020). Married women had lower odds of using female- and malecontrolled contraceptives than no contraceptive use compared to women who were
divorced or widowed (OR= .18; p=.006) (Table 5B).
Pregnant Subset Analysis
In the subset if pregnant women, women with no children had .42 times the odds
(p=.026) of contraceptive use compared to women who had children (p=.026). Pregnant
women with no PTSD symptoms had 3.6 times the odds of contraceptive use that women
with PTSD symptoms (p=.023) (Table 4B).
As with the pregnancy subset in the category of IPV past year, the victim’s
monthly income of less than $400 per month and between $401-1200 per month, and
PTSD were significant in the male-controlled contraceptive use category. There was no
significant predictor variable for female-controlled contraceptive group. Pregnant women
with depression had .30 the odds of using female- and male-controlled contraceptives
than no contraceptive use than women who were not depressed (p=.027) (Table 6B).
IPV lifetime (beyond 2 years) and Contraceptive Use
In the third analysis in which lifetime IPV was examined, the same results
emerged as with past 2 year IPV in which the same variables were predictive of
contraceptive use: women with no children, married, partnered but not married and
women with no PTSD symptoms (Table 3C).
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In multivariate analysis, the pattern continued as with IPV past year and IPV past
2 years, for women who used male-controlled contraceptives. The same following
variables were predictive of contraceptive use: a high school diploma, having no PTSD
symptoms and living in an urban setting were the only variables predictive of no
contraceptive use (Table 5C).
Pregnant Subset Analysis
In the subset if pregnant women, women with no children had .43 times the odds
(p=.032) of contraceptive use compared to women who had children. Pregnant women
with no PTSD symptoms had 3.9 times the odds (p=.016) of contraceptive use that
women with PTSD symptoms (Table 4C). The pregnant women in the multinomial
logistic regression model of IPV lifetime had the exact same pattern of predictor
variables emerged as with the IPV past one year model with the addition of depression as
a predictor variable. The variables that variables were predictive of contraceptive use:
income less than $400 and between $401-1200 dollars per month, no PTSD symptoms
and pregnant women with no children (Table 6C). Pregnant women with depression had a
.31 the odds of (p=.035) of using female and male-controlled contraceptives than no
contraceptive use (Table 6C).
Discussion
IPV is a growing public health concern, especially for women since they experience
more IPV than men and have associated problems with reproductive health in addition to
mental and physical health (CDC, 2014, OMH, 2011). The continued prevalence of IPV
in Black women is highlighted in this study with a past 2-year prevalence of IPV of 32%
in St. Thomas and 22% in St. Croix (Stockman et al 2014). Another confirmed finding is
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the high rate of pregnancy and unintended pregnancy. Twenty eight percent of the
women were pregnant with a high percentage (68%) of those pregnancies unplanned.
This finding aligns with the CDC (2014) report indicating the highest incidence of
unintended pregnancy being reported among African American women. Interestingly,
among the women in this study, a relatively high percentage reported no contraceptive
use (27%). In comparison, recent data on no contraceptive use among American women
reports a rate of 38% with non-Hispanic black women with a lower rate of using
contraception (57.9%) in comparison to (65.3%) for non-Hispanic white women
(Daniels, Daugherty & Jones, 2014). These rates of contraceptive use point the need to
for further studies on contraceptive use and unintended pregnancy in Black women.
Higher rates of pregnancy, unintended pregnancy and no contraceptive use among
African American women warrant investigation specifically focused on contraceptive use
and method selection. The women in this study used condoms followed by birth control
pills most frequently. This finding was consistent with US and global trends on
contraceptive use that place birth control pills and condoms on the list of the top five
contraceptive methods (Daniels, Daugherty & Jones, 2014; United Nations, Department
of Economic and Social Affairs, Population Division, 2015).
Violence in a relationship is an additional layer of challenge for women when
negotiating contraceptive use. As expected, women that were not abused reported
contraceptive use at a slightly higher rate than abused women (28 % vs 25%, p = .07).
These findings corroborate findings in previous studies (Stephenson, et al., 2006; Salem,
et al., 2005; Fantasia, et al., 2008). but not others that reported a higher rate of
contraceptive use in abused women (Fanslow, et al., 2008; Dalal, et al., 2012; Alio; et al.,
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2009). This discrepancy may be related to differences in study design as well as societal
factors, differences in demographic characteristics or access to care.
One of the factors that may need to be assessed to better understand the relationship
between IPV and contraceptive use is rurality. Rural women used birth control pills, and
withdrawal, whereas urban women used sterilization and DepoProvera as forms of
contraceptive methods. Rural women also had a higher rate of IPV and no contraceptive
use compared to urban women. This finding supports the hypothesis of the study that
rural women will have higher instances of no contraceptive use. However, the finding
that urban women used sterilization more as a form as contraceptive use conflicts with
national US data trends on contraceptive use that indicate women living outside
metropolitan areas were more likely to use sterilization as a contraceptive method (Jones,
Mosher, & Daniels, 2012). Additionally, a study by Fanslow et al., (2008) found that
rural women used sterilization more than urban women. Rural women continue to have
challenges accessing medical care and adequate reproductive health care services,
specifically family planning services (Frost et al., 2001). IPV experiences may compound
efforts to seek and maintain adequate contraceptive use.
Abused women used condoms and withdrawal more than non-abused women. Based
on the proposed framework for classifying contraceptive methods by grouping them as
male-controlled and female-controlled contraceptive methods, condoms and withdrawal
were grouped as male-controlled contraceptive methods, which supports the hypothesis
of this study that abused women would be more likely to use male-controlled
contraceptive methods rather than female-controlled contraceptive methods. These
findings are in support of the TGP’s construct of the sexual division of power, which can
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be used to explain this outcome of the association between IPV and the consistent
selection of male-controlled contraceptives in this sample of abused women. According
to the framing of the TGP, a man’s abuse of authority and control in relationships
contributes to and maintains power imbalances. This imbalance of power in an abusive
relationship may further weaken a woman’s ability to negotiate contraceptive methods
other than male controlled contraceptives, even if the other options may be more
effective. It is also important to note that power imbalances may extend beyond the malecontrolled contraceptives and allow men to exert control over female-controlled
contraceptive methods (via financial power for example). This may suggest that being in
an abusive relationship may prohibit women from using contraceptives, or if
contraceptive use is allowed it would be primarily driven by the male dominance and
control, thus limiting women’s negotiating power over their reproductive health or use of
more effective female-controlled methods (e.g., LARC). While condoms have an 18%
failure rate for typical users and withdrawal also has a high failure rate of 27% (Perry et
al., 2014), both are primarily controlled by the male. Consequently, both forms of
contraceptive method coupled with the additional constraints of contraceptive negotiation
in an abusive relationship may explain the high rate of unintended pregnancy and birth
rate in abused women compared to non-abused women, especially if more abused women
are reporting male-controlled contraceptive methods.
There are also different patterns of relationships to consider between IPV and
contraceptive use depending on whether IPV experience is more recent/current (past 1 or
2 years) or lifetime (beyond 2 years). These differences may affect a woman’s ability to
successfully negotiate contraceptive use. A unique aspect of this study sample is a subset
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of women who were pregnant. Analyses conducted specifically within the pregnant
subsample demonstrate the potential influence of the length of time since the IPV
incident/relationship. In the overall and pregnant subset sample, IPV was not a significant
predictor of no contraceptive use across each of the 3 IPV time periods (1 year, 2 years,
or lifetime) included in the analytical models. However, when the three time-related IPV
variables were entered individually into the bivariate models, IPV past year and IPV
lifetime were predictors of no contraceptive use in the pregnancy subset sample. This
may indicate that IPV continues to influence negative sexual health behavior such as no
contraceptive use that can lead to unintended and unwanted pregnancies.
Results for the overall sample show that having children, being single and having
PTSD symptoms were significant predictors when assessing effects on contraceptive use
across each of the 3 IPV time periods (1 year, 2 year, or lifetime) included in the
analytical models. PTSD and depression were assessed as possible predictors of no
contraceptive use along with IPV and other selected demographic variables, such as the
abused woman’s income and her partner’s income. In bivariate analysis, PTSD symptoms
emerged as a driving factor in no contraceptive use for the overall and pregnancy subset
sample. This finding supports the hypothesis of the study that women with higher
incidences of mental health problems will be less likely to use contraceptives . Previous
studies have similarly shown that persons with PTSD symptoms were less adherent to
medication regimens (Kronish, Edmondson & Cohen, 2012; Zen et al., 2012).
The exposure to IPV and the subsequent development of PTSD symptoms are
possible explanations of no contraceptive use as opposed to a sole IPV
experience/exposure to a traumatic event. A stronger association between PTSD
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symptoms and no contraceptive use rather than a significant relationship between IPV
experiences and no contraceptive use was an unexpecting finding. An additional
unexpected finding was that neither the abused woman nor her partner’s income were
significant in predicting no contraceptive use. These findings have implications on the
TGP and challenges the theoretical underpinnings that men tend to bring more financial
assets to the relationship which serve as a mechanism for abuse of authority and control
within the relationship as a sole explanation of no contraceptive use. Perhaps in addition
to cultural norms and gender roles as framed by the TGP, behavioral factors such as
coping, resilience and self-efficacy can be explored. Given that previous studies reported
strong associations between IPV experience and no contraceptive use (Stephenson et al.,
2006; Salem et al., 2005; Fantasia et al., 2008), subsequent studies need to incorporate
mental health assessment measurements in the analysis when assessing the association
between IPV and contraceptive use to better understand the relationship.
The framework of grouping contraceptives by male-control, female-control or female
and male control offered some additional insight into contraceptive use. IPV was not a
significant predictor of male-controlled methods in multinomial analysis. However,
women who had at least a high school diploma, no PTSD symptoms and lived in an
urban setting had greater odds of using male-controlled contraceptives across all
categories of IPV. This suggests even though women are educated, have no mental health
symptoms and also have reasonable access to reproductive care, male-controlled
contraceptive methods were selected. Future studies using this assessment framework
may want to look at other variables that could affect the relationships like acculturation or
gender roles.
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Conclusion
The framework of grouping contraceptive use and method selection (no
contraceptive use, male-control, female-control and female and male control) for analysis
allows for insight and examination of contraceptive methods as it relates to the imbalance
of power and the prevalence of male control in an abusive relationship. This study started
exploratory steps in this classification system which should continue with future studies
in an effort to establish a consistent framework across studies and reduce discrepant
results. With less discrepant results, the relationship between unwanted pregnancies and
contraceptive use in vulnerable populations can be understood and interventions to help
reduce risk factors can be developed and implemented.
Healthy people 2020’s goal is to improve pregnancy planning and spacing, and
prevent unintended pregnancy for all women (Office of Disease Prevention and Health
Promotion, 2015). This proves to be challenging for women in abusive relationships.
Black women experiencing IPV are especially vulnerable for unintended pregnancies. It
is recommended that women are routinely screened for IPV when seeking reproductive
care services, with special attention to Black women as they experience IPV at higher
rates and are especially vulnerable for unintended pregnancies. Women who are observed
to have rapid repeat pregnancies should be carefully counseled and assessed for
adherence challenges (financial or lack of control over reproductive choices) and offered
contraceptive options that will be safe and effective to use in an abusive relationship.

90

References
Allsworth, J. E., Segura, G. M., Zhao, A. Madden, T., & Peepers, J. (2013). The impact
of emotional, physical, and sexual abuse on contraceptive method selection and
discontinuation. American Journal of Public Health, 103(10), 1857-1864.
Bastianelli, C., Farris, M., Bruno Vecchio, R.C., Rosato, E., Guida, M., & Benagiano, G.
(2017). An observational study of adherence to combined oral contraceptive
regimens. Gynecological Endocrinology, 33(2), 168-172. doi:
10.1080/09513590.2016.1240776
Blanc, A. (2001). The effect of power in sexual relationships on sexual and reproductive
health: An examination of the evidence. Studies in Family planning, 32(3), 189211. doi: 10.1111/j.1728-4465.2001.00189.x
Campbell, J.C. (2002). Violence against women and health consequences. The Lancet,
359 (9314), 1331-1336.
Centers for Disease Control and Prevention (2014). Reproductive health: Unintended
pregnancy and prevention. Retrieved from:
http://www.cdc.gov/reproductivehealth/UnintendedPregnancy/index.htm
Coker, A. L. (2007). Does Physical Intimate Partner Violence Affect Sexual Health? A
Systematic Review. Trauma, Violence, & Abuse, 8(2), 149-177. doi:
10.1177/1524838007301162
Fanslow, J., Whitehead, A., Silva, M. & Robinson, E. (2008). Contraceptive use and
associations with intimate partner violence among a population-based sample of
New Zealand women. Australian and New Zealand Journal of Obstetrics and
Gynaecology, 83-89. doi: 10.1111/j.1479-828X.2007.00805.x

91

Fantasia, H., Sutherland, M.A., Fontenot, H.B., & Lee-St. John, T.J. (2012). Chronicity
of partner violence, contraceptive patterns and pregnancy risk. Contraception, 86,
530-535.
Fantenot, H.B. & Fantasia, H.C. (2011). Do women in abusive relationships have
contraceptive control? Nursing for Women’s Health, 15(3): 239-243.
Hornberry, J., Bhaskar, B., Krulewitch, C.J., Wesley, B., Hubbard, M.L., Das, A.,
Foudin, L., Adamson, M. (2002). Audio computerized self-report interview use in
prenatal clinics: Audio computer-assisted self-interview with touch screen to
detect alcohol consumption in pregnant women: application of a new technology
to an old problem. Computer Informatics Nursing, 20(2), 46-52.
Kim, J., Dubowitz, H., Hudson-Martin, E., Lane, W. (2008). Comparison of 3 data
collection methods for gathering sensitive and less sensitive information.
Ambulatory Pediatrics, 8(4), 255-260, doi: 10.1016/j.ambp.2008.03.033
Kronish, I. M., Edmondson, D., Li, Y., & Cohen, B. E. (2012). Post-Traumatic Stress
Disorder and medication adherence: Results from the mind your heart
study. Journal of Psychiatric Research, 46(12), 1595–1599.
http://doi.org/10.1016/j.jpsychires.2012.06.011
McFarlane, J., Parker, B., Soeken, K., Bullock, L. (1992). Assessing for abuse during
pregnancy: Severity and frequency of injuries and associated entry into prenatal
care. Journal of the American Medical Association, 267, 3176-78.
Pallitto, C. C., Garcia-Moreno, C., Jansen, H. A., Heise, L., Ellsberg, M., & Watts, C.
(2013). Intimate partner violence, abortion, and unintended pregnancy: Results
from the WHO multi-country study on women's health and domestic violence.

92

International Journal of Gynecology & Obstetrics, 120(1), 3-9. doi:
10.1016/j.ijgo.2012.07.003
Prins, A., Ouimette, P.C., Kimerling. R.E., et al. (2003). The primary care PTSD Screen
(PC-PTSD): development and operating characteristics. Primary Care Psychiatry
9(1):9–14.
Raj, A., & McDougal, L. (2015). Associations of intimate partner violence with
unintended pregnancy and pre-pregnancy contraceptive use in South Asia.
Contraception, 91(6), 456-463. doi: 10.1016/j.contraception.2015.03.008
Salazar, M., Valladares, E., & Hogberg, U. (2012). Questions about intimate partner
violence should be part of contraceptive counselling: Findings from a communitybased longitudinal study in Nicaragua. Journal of Family Planning &
Reproductive Health Care, 38(4), 221-228. doi: 10.1136/jfprhc-2011-000043
Santelli, J., Rochat, R., Hatfield-Timajchy, K., Colley Gilbert, B., Curtis, K., Cabral. R.,
Hirsch, J.S., & Schieve, L. (2003). The measurement and meaning of unintended
pregnancy. Perspectives on Sexual and Reproductive Health. 35(2), 94-101.
Seth, P., Wingood, G. M., Robinson, L. S., & DiClemente, R. J. (2009). Exposure to
high-risk genital human papillomavirus and its association with risky sexual
practices and laboratory-confirmed Chlamydia among African-American women.
Women’s Health Issues: Official Publication of the Jacobs Institute of Women’s
Health, 19(5), 344–351. http://doi.org/10.1016/j.whi.2009.06.001
Smith, P.H., Tessaro, I., Earp, J.A. (1995). Women’s experiences with battering: A
conceptualization from qualitative research. Women’s Health Issues, 5, 173-82

93

Stockman J., Lucea, M.B., Bolyard, R., Bertrand, D., Callwood, G.B., Sharps, P.W.,
Campbell, D.W. & Campbell, J.C. (2014). Intimate partner violence among
African American and African Caribbean women: Prevalence, risk factors, and
the inﬂuence of cultural attitudes. Global Health Action, 7, 24772.
The Shriver Report: A Women’s Nation Changes Everything (2009). Center for
American Progress and A Woman’s Nation. Retrieved from
http://cdn.americanprogress.org/wpcontent/uploads/issues/2009/10/pdf/awn/a_womans_nation.pdf
U.S. Department of Health and Human Services, Office on Women’s Health (2011).
Overview of violence against women activities 2010-2011 update. Retrieved from
https://www.womenshealth.gov/publications/federal-report/overview-vaw-20102011-508.pdf
Williams, C., Larsen, U., & McCloskey, L. (2008). Intimate partner violence and
women’s contraceptive use. Violence Against Women, 14(12), 1382-1396.
Wingood, G. M., & DiClemente, R. J. (2000). Application of the theory of gender and
power to examine HIV-related exposures, risk factors, and effective interventions
for women. Health Education & Behavior, 27(5), 539-565.
Zen, A. L., Whooley, M. A., Zhao, S., Cohen, B. E. (2012). Post-traumatic stress disorder
is associated with poor health behaviors: findings from the heart and soul study.
Health Psychology, 31(2):194-201. doi: 10.1037/a0025989.

94

Table 1: Socio-demographic Variables

Total N = 862

Variable

Category

n (%)

Age

Under 24

332(39%)

25-34

314(36%)

35-44

141(16%)

45 and above

75(9%)

Mean age - 29 yrs (SD 9.0)
Race/Ethnicity

Education

African American

630(73%)

African Caribbean

165(19%)

Other/mixed race

67(8%)

Hispanic

116(14%)

Non- Hispanic

706(86%)

8th grade or less

34(4%)

9th grade or greater, didn’t complete High
school/GED

131(15%)

High school/GED
Some trade school or college

Marital Status

Employment

Monthly Income-victim

362(42%)
205(24%)

Completed trade/vocational school or
college

123(15%)

Married

130(15%)

Single

415(48%)

Partnered, but not married

263(31%)

Divorced

37(4%)

Widowed

5(1%)

Other

11(1%)

Employed

415(48%)

Unemployed

446(52%)

< $400

284(35%)
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Variable

Monthly Income-partner

Pregnant

Planned Pregnancy

Wanted Pregnancy

Children

Number of Children

Location

IPV Status

Category

n (%)

$400-$1200

339(42%)

$1201-$2000

131(16%)

> $2000

55(7%)

< $400

218(29%)

$400-$1200

268(36%)

$1201-$2000

122(22%)

> $2000

101(13%)

Yes

243(28%)

No

593(69%)

Don’t know

26(3%)

Yes

75(31%)

No

164 (68%)

Don’t want to answer

4(1%)

Yes

213(88%)

No

7(3%)

Not sure

21(9%)

Yes

624(72%)

No

238(28%)

1-2

451(73%)

3-4

143(23%)

>5

28(4%)

Urban Women (Baltimore, MD)

333(39%)

Rural Women (USVI)

529(61%)

IPV

515(60%)

No IPV

347 (40%)

USVI - United States Virgin Islands
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Table 1A: Chi-square comparison between socio-demographic variables and abuse
status
Total N = 862
Variable

Age

Race/Ethnicity

Education

Category

IPV n=512

No IPV n=347

n (%)

n (%)

Under 24

190(37%)

142(41%)

25-34

193(38%)

121(35%)

35-44

88(17%)

52(15%)

45 and above

44(8%)

31(9%)

African American

345(67%)

285(82%)

African Caribbean

122(24%)

43(12%)

Other/mixed race

48(9%)

19(6%)

Hispanic

87(17%)

29(9%)

Non-Hispanic

411(83%)

295(91%)

8th grade or less

22(4%)

12(3%)

9th grade or greater,
didn’t complete High
school/GED

64(13%)

67(20%)

206(40%)

156(45%)

145(28%)

60(18%)

75(15%)

48(14%)

Married

76(15%)

54(16%)

Single

249(49%)

166(48%)

Partnered but not
married

151(29%)

112(32%)

28(5%)

9(3%)

3(1%)

2(1%)

8(1%)

3(1%)

High school/GED
Some trade school or
college

p-value

.634

<.001

.001

.001

Completed, trade school,
vocational school or
college
Marital Status

Divorced
Widowed
Other

.372
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Variable

Employment

Monthly
Income-victim

Monthly
Income-partner

Pregnant

Planned
Pregnancy

Wanted
Pregnancy

Children

Number of
Children

Location

Category

IPV n=512

No IPV n=347

n (%)

n (%)

Employed

252(49%)

163(47%)

Unemployed

263(51%)

183(53%)

< $400

165(34%)

119(37%)

$400-$1200

202(42%)

137(42%)

$1201-$2000

85(17%)

46(14%)

> $2000

34(7%)

21(7%)

< $400

127(28%)

91(31%)

$400-$1200

164(36%)

104(35%)

$1201-$2000

99(22%)

63(21%)

> $2000

62(14%)

39(13%)

Yes

128(25%)

115(33%)

No

370(72%)

223(64%)

I don’t know

17(3%)

9(3%)

Yes

86(67%)

78(68%)

No

42(33%)

33(28%)

Don’t want to answer

0(0%)

4(4%)

Yes

102(81%)

110(96%)

No

7(6%)

0(0%)

Not sure

17(13%)

4(4%)

Yes

396(77%)

228(66%)

No

119(23%)

119(34%)

1-2

277(70%)

174(77%)

3-4

96(24%)

47(21%)

>4

22(6%)

6(2%)

Baltimore
USVI

147(29%)
368(71%)

186(54%)
161(46%)

p-value

.600

.608

.905

<.001

.091

.001

<.001

.111

<.001
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Table 1B: Chi-square comparison between socio-demographic variables and site
differences Total N = 862
Variable

Age

Race/Ethnicity

Education

Category

USVI
n=529

Baltimore
n=333

n (%)

n (%)

Under 24

206(39%)

126(38%)

25-34

197(37%)

117(35%)

35-44

87(16%)

54(16%)

45 and above

39(7%)

36(11%)

African American

307(58%)

323(97%)

African Caribbean

157(30%)

8(2%)

Other/mixed race

65(12%)

2(1%)

Hispanic

115(22%)

1(0.3%)

Non-Hispanic

395(78%)

311(99.7%)

<0.001

8th grade or less

23(4%)

11(3%)

<0.001

9th grade or greater,
didn’t complete High
school/GED

51(10%)

80(24%)

214(41%)

148(45%)

151(28%)

54(16%)

86(16%)

37(11%)

Married

90(17%)

40(12%)

Single

217(41%)

198(60%)

Partnered but not
married

191(36%)

72(22%)

23(4%)

14(4%)

2(0.4%)

3(1%)

5(0.9%)

6(1%)

High school/GED
Some trade school or
college

p-value

.377

<0.001

Completed, trade school,
vocational school or
college
Marital Status

Divorced
Widowed

<0.001
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Variable

Category

USVI
n=529

Baltimore
n=333

n (%)

n (%)

Employed

277(52%)

138(41%)

Unemployed

251(48%)

195(59%)

< $400

184(37%)

100(31%)

$400-$1200

195(40%)

144(45%)

$1201-$2000

81(16%)

50(16%)

> $2000

31(6%)

24(8%)

< $400

112(25%)

106(35%)

$400-$1200

161(36%)

107(35%)

$1201-$2000

104(23%)

58(19%)

> $2000

72(16%)

29(9%)

Yes

140(27%)

103(31%)

No

376(71%)

217(65%)

I don’t know

13(2%)

13(4%)

Yes

89(64%)

75(73%)

No

50(35%)

25(24%)

Don’t want to answer

1(1%)

3(3%)

Yes

119(86)

93(91%)

No

5(4%)

2(2%)

Not sure

14(10%)

7(7%)

Yes

386(73%)

238(72%)

No

143(27%)

95(28%)

1-2

271(71%)

180(76%)

3-4

94(25%)

49(20%)

>4

19(4%)

9(4%)

p-value

Other
Employment

Monthly
Income-victim

Monthly
Income-partner

Pregnant

Planned
Pregnancy

Wanted
Pregnancy

Children

Number of
Children

.002

.279

.004

.142

.082

.487

.344

.381
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Table 2: Contraceptive Use and Method Selection Frequencies

Total N = 862

Variable

n (%)

Sterilization

83(10%)

Birth Control Pills

154(18%)

Depo-Provera

104(12%)

Spermicides

15(2%)

Condom

356(41%)

Withdrawal

127(15%)

Other

32(3%)

No Contraceptive Use

228(27%)

Male-Controlled Contraceptives

413(48%)

Female-Controlled Contraceptives

359(42%)

Female & Male-Controlled Contraceptives

138(16%)

*Percentages will not equal 100%, Option to select all that applies
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Table 2A: Contraceptive Use and Method Selection by Abuse Status

N=862

Variable

IPV n (%)
n=512

No IPV n
X²
(%)
n=347

p-value

Sterilization

45(9%)

38(11%)

1.16

.280

Birth Control Pills

98(19%)

56(16%)

1.18

.277

Depo-Provera

54(11%)

50(14%)

3.00

.083

Spermicides

9(2%)

6(2%)

.000

.984

Condom

227(44%)

129(37%)

4.07

.044

Withdrawal

93(18%)

34(10%)

11.25

<0.001

Other

17(3%)

15(4%)

.606

.436

No Contraceptive Use

131(25%)

97(28%)

7.06

.070

Male Controlled

177(34%)

98(28%)

Female Controlled

119(23%)

102(29%)

Female & Male Controlled

88(17%)

50(14%)

Table 2B: Contraceptive Use and Method Selection by Site

N=862

Variable

Rural n (%)
n=529

Urban n (%)
n=333

X²

p-value

Sterilization

34(6%)

49(15%)

16.13

<0.001

Birth Control Pills

116(22%)

38(11%)

15.40

<0.001

Depo-Provera

41(8%)

63(19%)

24.02

<0.001

Spermicides

8(2%)

7(2%)

.416

.519

Condom

226(43%)

130(39%)

1.14

.285

Withdrawal

102(19%)

25(8%)

22.55

<0.001

Other

20(4%)

12(4%)

.018

.893
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Variable

Rural n (%)
n=529

Urban n (%)
n=333

X²

p-value

No Contraceptive Use
Male-Controlled
Female-Controlled
Female & Male
Controlled

136(26%)
191(36%)
124(23%)
78(15%)

92(28%)
84(25%)
97(29%)
60(18%)

11.81

.008

Table 3A: Logistic regression analysis of factors associated with no contraceptive use
IPV (past year)
Outcome

OR

No Contraceptive Use
IPV (past year)

1.004

95% Confidence
Intervals

p-value

.680 – 1.481

.985

Educational Level

.071

8th grade or less

.639

.240 – 1.702

.370

9th grade or more but
didn’t complete HS or
receive GED

.593

.304 - 1.155

.124

Graduated from HS or
received GED

.612

.353 - 1.062

.081

Some trade school,
vocational school, or
college

1.137

.625 – 2.069

.674

Victim Monthly
Income

.331

less than $400

.521

.222 – 1.221

.134

$400-$1200

.601

.265 – 1.364

.223

$1201-$2000

.481

.210 – 1.104

.084

Victim’s Partner
Monthly Income
less than $400

.435
1.500

.811 – 2.774

.196
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Outcome

OR

No Contraceptive Use

95% Confidence
Intervals

p-value

$400-$1200

1.501

.838 – 2.686

.172

$1201-$2000

1.636

.892 – 2.999

.112

Depression

.732

.494 – 1.085

.120

PTSD

1.634

.963 – 2.773

.069

Age Groups

.362

under 24

.991

.493 – 1.993

.980

25-34

.881

.439 – 1.768

.722

35-44

.615

.294 – 1.286

.196

Children

.614

.408 - .923

.019

Marital Status

.025

Married

.518

.312 - .859

.011

Partnered but not
married

.621

.412 - .935

.022

.971

.426 – 2.213

.944

1.196

.820 – 1.745

.353

Other (widowed,
divorced, other)
Single (reference)
Site (Baltimore vs
USVI (ref))
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Table 3B: Logistic regression analysis of factors associated with no contraceptive use
IPV (past 2 years)
Outcome

OR

No Contraceptive Use
IPV (past 2 years)

.847

95% Confidence
Intervals

p-value

.574 – 1.248

.401

Educational Level

.080

8th grade or less

.633

.238 – 1.686

.361

9th grade or more but
didn’t complete HS or
receive GED

.596

.306 – 1.160

.127

Graduated from HS or
received GED

.616

.355 – 1.069

.085

Some trade school,
vocational school, or
college

1.127

.620 -2.051

.694

Victim Monthly
Income

.315

less than $400

.511

.217 – 1.200

.123

$400-$1200

.585

.257 – 1.332

.202

$1201-$2000

.470

.204 – 1.082

.076

Victim’s Partner
Monthly Income

.470

less than $400

1.477

.798 – 2.735

.215

$400-$1200

1.482

.827- 2.654

.186

$1201-$2000

1.607

.875 – 2.951

.126

Depression

.756

.510 – 1.199

.161

PTSD

1.729

1.016 – 2.943

.043

Age Groups
under 24

.394
.972

.483 – 1.957

.937
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Outcome

OR

No Contraceptive Use

95% Confidence
Intervals

p-value

25-34

.876

.437 – 1.755

.709

35-44

.617

.295 – 1.288

.198

Children

.626

.417 - .941

.024

Marital Status

.029

Married

.524

.316 - .868

.012

Partnered but not
married

.625

.415 - .942

.025

.965

.423 – 2.201

.932

.851

.587 – 1.235

.397

Other (widowed,
divorced, other)
Single (reference)
Site (Baltimore vs
USVI (ref))

Table 3C: Logistic regression analysis of factors associated with no contraceptive use
IPV (lifetime)
Outcome

OR

No Contraceptive Use
IPV (lifetime)

.826

95% Confidence
Intervals

p-value

.564 – 1.211

.327

Educational Level

.083

8th grade or less

.632

.238 – 1.683

.359

9th grade or more but
didn’t complete HS or
receive GED

.597

.307 – 1.163

.129

Graduated from HS or
received GED

.616

.355 – 1.068

.085

Some trade school,
vocational school, or

1.124

.617 – 2.045

.703
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Outcome

OR

No Contraceptive Use

95% Confidence
Intervals

p-value

college
Victim Monthly
Income

.337

less than $400

.523

.223 – 1.229

.137

$400-$1200

.598

.263 – 1.359

.219

$1201-$2000

.480

.209 – 1.102

.084

Victim’s Partner
Monthly Income

.472

less than $400

1.469

.792 – 2.722

.222

$400-$1200

1.475

.823 – 2.644

.191

$1201-$2000

1.610

.877 – 2.954

.124

Depression

.762

.514 – 1.130

.176

PTSD

1.750

1.027 – 2.984

.040

Age Groups

.388

under 24

.971

.483 – 1.953

.934

25-34

.873

.436 – 1.749

.702

35-44

.614

.294 – 1.282

.194

Children

.627

.417 - .942

.025

Marital Status

.029

Married

.522

.315 - .866

.012

Partnered but not
married

.626

.415 - .943

.025

.960

.420 – 2.190

.922

Other (widowed,
divorced, other)
Single (reference)
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Outcome

OR

No Contraceptive Use
Site (Baltimore vs
USVI (ref))

.860

95% Confidence
Intervals

p-value

.592 – 1.250

.429

Table 4A: Logistic regression analysis of factors associated with no contraceptive use
Pregnant subset IPV (past year)
Outcome
OR
95% Confidence
p-value
Intervals
No Contraceptive Use
IPV (past year)

1.553

.748 – 3.228

Educational Level

.238
.654

8th grade or less

1.899

.241 – 14.946

.542

9th grade or more but
didn’t complete HS or
receive GED

.812

.235 – 2.808

.742

Graduated from HS or
received GED

.998

.319 – 3.210

.997

Some trade school,
vocational school, or
college

1.752

.482 – 6.372

.395

Victim Monthly
Income

.084

less than $400

1.646

.309 – 8.771

.559

$400-$1200

1.548

.313 – 7.664

.592

$1201-$2000
>$2000 (reference)

.391

.072 – 2.115

.275

Victim’s Partner
Monthly Income

.777

less than $400

1.690

.423 – 6.759

.458

$400-$1200

1.339

.362 – 4.952

.662
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Outcome

OR

No Contraceptive Use

95% Confidence
Intervals

p-value

$1201-$2000
>$2000 (reference)

1.810

.484 – 6.773

.378

Depression

.579

.248 – 1.353

.207

PTSD

3.595

1.215 – 10.634

.021

Age Groups

.739

under 24

.000

.000

1.000

25-34

.000

.000

1.000

35-44

.000

.000

1.000

Children

.435

.200 - .947

.036

Marital Status

.871

Married

.638

.218 – 1.865

.411

Partnered but not
married

.863

.427 – 1.741

.680

1.051

.091 – 12.092

.968

.545

.267 – 1.112

.095

Other (widowed,
divorced, other)
Single (reference)
Site (Baltimore vs
USVI (ref))
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Table 4B: Logistic regression analysis of factors associated with no contraceptive use
Pregnant subset IPV (past 2 years)
Outcome

OR

No Contraceptive Use
IPV (past 2 years)

1.335

95% Confidence
Intervals

p-value

.633 – 2.813

.448

Educational Level

.637

8th grade or less

1.878

.239 – 14.761

.549

9th grade or more but
didn’t complete HS or
receive GED

.817

.236 – 2.828

.750

Graduated from HS or
received GED

1.050

.335 – 3.288

.934

1.822

.502 – 6.608

.361

Some trade school,
vocational school, or
college
Completed
trade/vocational or
college (reference)

Victim Monthly
Income

.103

less than $400

1.702

.321 – 9.028

.532

$400-$1200

1.597

.324 – 7.869

.565

$1201-$2000

.430

.080 -2.304

.324

Victim’s Partner
Monthly Income

.788

less than $400

1.714

.426 – 6.890

.448

$400-$1200

1.382

.373 – 5.123

.628

$1201-$2000

1.827

.483 – 6.912

.375

Depression

.542

.235 – 1.249

.151
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Outcome

OR

No Contraceptive Use
PTSD

3.611

95% Confidence
Intervals

p-value

1.194 – 10.922

.023

Age Groups

.773

under 24

.000

.000

1.000

25-34

.000

.000

1.000

35-44

.000

.000

1.000

Children

.417

.193 - .901

.026

Marital Status

.868

Married

.635

.216 – 1.865

.408

Partnered but not
married

.856

.424 – 1.728

.665

1.058

.091 – 12.278

.964

.525

.259 – 1.067

.075

Other (widowed,
divorced, other)
Single (reference)
Site (Baltimore vs
USVI (ref))
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Table 4C: Logistic regression analysis of factors associated with no contraceptive use
Pregnant subset IPV (lifetime)
Outcome

OR

No Contraceptive Use
IPV Lifetime

1.662

95% Confidence
Intervals

p-value

.795 – 3.473

.177

Educational Level

.649

8th grade or less

1.906

.243 – 14.971

.540

9th grade or more but
didn’t complete HS or
receive GED

.848

.244 – 2.945

.796

Graduated from HS or
received GED

1.052

.336 – 3.294

.931

Some trade school,
vocational school, or
college

1.853

.508 – 6.763

.350

Victim Monthly
Income

.095

less than $400

1.723

.320 – 9.275

.526

$400-$1200

1.617

.323 – 8.087

.559

$1201-$2000

.422

.078 – 2.291

.318

Victim’s Partner
Monthly Income

.798

less than $400

1.676

.415 – 6.767

.469

$400-$1200

1.345

.361 – 5.007

.659

$1201-$2000

1.787

.473 – 6.748

.392

Depression

.585

.252 -1.357

.212

PTSD

3.871

1.282 – 11.684

.016

Age Groups
under 24

.780
.000

.000

1.000

112

Outcome

OR

No Contraceptive Use

95% Confidence
Intervals

p-value

25-34

.000

.000

1.000

35-44

.000

.000

1.000

Children

.430

.199 – .931

.032

Marital Status

.892

Married

.655

.224 – 1.918

.440

Partnered but not
married

.864

.427 – 1.747

.685

.989

.086 – 11.420

.993

.539

.266 – 1.095

.087

Other (widowed,
divorced, other)
Single (reference)
Site (Baltimore vs
USVI (ref))

Table 5A: Multinomial analysis: IPV (past year)
Variables

Male-Controlled
Contraceptives
OR

IPV (no)

.762

95%
CI
.4831.203

Female-Controlled
Contraceptives

p

OR

.244

1.576

.268

.698

.279

.535

95%
CI
.9852.521

Female & Male
Controlled
Contraceptives

p

OR

.058

.758

.554

.836

.143

.590

95%
CI
.4361.315

p

.324

Educational
Level

8th grade or
less

.519

9th grade or
more but didn’t
complete HS or

.656

.1631.656
.3061.406

.2122.293
.2311.236

.2263.088
.2361.475

.788

.259
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Variables

Male-Controlled
Contraceptives
OR

95%
CI

Female-Controlled
Contraceptives

p

OR

.034

.832

.780

1.154

95%
CI

Female & Male
Controlled
Contraceptives

p

OR

.588

.533

.698

1.141

95%
CI

p

receive GED
HS graduate or
received GED

.502

Some
trade/vocational

1.101

school/college

.266.949
.5602.16

.4271.62
.5612.375

.2481.148
.5102.551

.108

.748

Completed
trade/vocational

.

or college

Victim
Monthly
Income

less than
$400
$400-$1200
$1201-$2000

1.116

1.316

.932

.3813.263
.4653.727
.3232.689

.842

.404

.605

.388

.896

.392

.355

1.489

.366

1.522

.1541.06
.154.978
.154.977

.066

.282

.045

.412

.049

.273

.299

1.880

.246

1.735

.092.863
.1421.193
.089.843

.027

.102

.024

>$2000
Victim’s
Partner
Monthly
Income

less than
$400
$400-$1200

1.405

1.372

.6842.884
.6912.723

.7033.155
.7483.097

.7684.603
.7314.114

.167

.211
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Variables

Male-Controlled
Contraceptives
OR

$1201-$2000

1.537

95%
CI
.7513.147

Female-Controlled
Contraceptives

p

OR

.239

1.433

.384

.629

95%
CI
.6852.995

Female & Male
Controlled
Contraceptives

p

OR

95%
CI

.339

2.444

.055

.761

.438

1.786

.450

1.584

.424

1.372

.450

.583

.001

.563

.795

.698

.246

.487

.164

.195

.698

.180

.053

.324

1.0085.925

p

.048

>$2000
Depression
(no)

.817

PTSD (no)

1.881

.5191.287
1.006-

.048

3.515

1.293

.3911.010
.6762.473

.4421.308
.8363.817

.322

.134

Age Groups
under 24
25-34
35-44

1.004

.840

.599

.4462.257
.3721.895
.2501.434

.993

.726

.674

.717

.250

.600

.492

.413

.750

1.139

.703

.541

.272

.816

.3171.664
.3171.621
.2541.418

.5594.491
.4873.863
.1861.823

.387

.549

.353

>44
Children (no)

.848

.5301.357

.244.700

.3121.018

.057

Marital
Status
Single
Partnered but
not married
Married
Other

1.171

.823

.560

.4453.070
.3032.240
.1991.576

.4283.028
.1923.028
.2932.274

.2461.978

.498
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Variables

Male-Controlled
Contraceptives
OR

95%
CI

p

.629

.402-

.042

Female-Controlled
Contraceptives
OR

95%
CI

p

Female & Male
Controlled
Contraceptives
OR

95%
CI

.967

.572

p

Site
Baltimore

.983

1.055

.4281.659

.816

.901

USVI
Reference category: No contraceptive use

Table 5B: Multinomial analysis: IPV (past 2 years)
Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI
IPV-past 2 yrs
(no)

.720

.460 1.125

95%

p

OR

CI
.149

1.153

.250

.718

.269

.547

.036

.834

.768

1.139

.7181.850

95%

p

CI
.556

.695

.584

.820

.157

.586

.591

.541

.722

1.140

.4081.183

.180

Educational
Level
8th grade or less

.506

.159 1.615

.2202.347

.2223.028

.766

9th grade or
more but didn’t
complete HS or

.651

.3041.394

.2371.262

.2341.464

.252

receive GED

HS graduate or
received GED

.507

Some
trade/vocational
school/college

1.107

.268.958
.5632.176

.4291.620
.5542.341

.2511.477
.5102.549

.115

.750
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI

95%

p

OR

CI

95%

p

CI

Completed
trade/vocational
or college
Victim
Monthly
Income
less than $400

$400-$1200

$1201-$2000

1.057

1.231

.897

.3603.097
.4333.498
.3102.593

.920

.421

.696

.400

.841

.394

.381

1.459

.379

1.503

.266

1.430

.403

.678

.036

1.449

.1611.105
.1591.009
.1551.001

.079

.265

.052

.384

.050

.262

.323

1.810

.260

1.686

.342

2.368

.104

.771

.261

1.878

.087.811
.1321.113
.085.809

.020

.078

.020

>$2000
Victim’s
Partner
Monthly
Income
less than $400

$400-$1200

$1201-$2000

1.380

1.361

1.503

.6712.839
.6852.701
.7333.080

.6893.090
.7403.054
.6842.987

.7394.434
.7123.993
.9785.734

.194

.235

.056

>$2000
Depression (no)

PTSD (no)

.824
1.965

.5231.297
1.043-

.4241.084
.759-

.4491.325
.873-

.347
.107
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

95%

p

OR

95%

CI

CI

CI

3.700

2.766

4.037

p

Age Groups
under 24

25-34

35-44

.950

.810

.586

>44
Children (no)

.4462.257
.3721.895
.2501.434

Partnered but
not married
Married

.774

.611

.766

.231

.629

.501

.435

.3381.773
.3401.723
.2681.477

.544

1.527

.519

1.360

.287

.587

.002

.570

.792

.700

.242

.491

.712

.180

.5364.353
.4813.844
.1871.841

.428

.562

.361

.
.851

.5331.360

Marital Status
Single

.901

.258.737

.3161.028

.062

.
1.172

.826

.563

.4443.092
.3022.254
.4441.588

.748

1.140

.709

.540

.277

.826

.030

1.136

.4311.477
.1931.515
.2992.281

.2461.992
.1641.645
.053.614

.504

.202

.006

Other
Site
Baltimore

.615

.396.995

USVI

Reference category: No contraceptive use

.7281.771

.575

.953

.5681.597

.854
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Table 5C: Multinomial analysis: IPV (Lifetime)
Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI
IPV Lifetime
(no)

.688

.4421.072

95%

p

OR

CI
.099

1.194

.248

.719

.273

.548

.035

.834

.785

1.142

.851

.412

.631

.393

.901

.387

.7501.900

95%

p

CI
.455

.621

.585

.815

.158

.587

.592

.539

.717

1.126

.071

.282

.047

.405

.046

.275

.3651.059

.080

Educational
Level
8th grade or less

.504

.1581.610

.2202.351

.2213.010

.759

9th grade or
more but didn’t
complete HS or

.653

.3051.400

.2381.263

.2351.470

.256

receive GED

HS graduate or
received GED

.505

Some
trade/vocational

1.099

school/college

.267.955
.5592.160

.4291.621
.5562.348

.2501.159
.5032.519

.114

.774

Completed
trade/vocational
or college
Victim
Monthly
Income
less than $400

$400-$1200

$1201-$2000

1.108

1.291

.935

.3783.249
.4553.661
.3232.700

.1571.080
.156988
.152982

.092.862
.1401.174
.092.848

.026

.096

.025
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI

95%

p

OR

CI

95%

p

CI

>$2000
Victim’s
Partner
Monthly
Income
less than $400

$400-$1200

$1201-$2000

1.374

1.358

1.516

.6682.829
.6842.698
.7403.107

.388

1.468

.382

1.504

.256

1.424

.448.

.672

.032

1.420

.902

.777

.603

.770

.227

.632

.511

.433

.6933.109
.7403.055
.6822.972

.316

1.810

.259

1.688

.346

2.406

.098

.794

.290

1.959

.316

1.498

.259

1.331

.346

.573

002

.579

.7384.439
.7114.007
.9925.836

.195

.235

.052

>$2000
Depression (no)

PTSD (no)

.838

2.001

.5321.322
10.623.772

.4191.077
.7422.720

.4611.365
.91042.17

.403

.086

Age Groups
under 24

25-34

35-44

.950

.806

.583

.4222.139
.3571.818
.2431.399

.3391.780
.3421.734
.2691.487

.5264.266
.4713.761
.1831.797

.449

.589

.340

>44
Children (no)

.854

.5351.365

.257.731

.3211.045

070
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI

95%

p

95%

OR

CI

p

CI

Marital Status
Single

Partnered but
not married
Married

1.187

.838

.566

.4493.133
.3062.289
.2011.599

.730

1.143

.730

.544

.283

.832

.039

1.123

.4323.024
.1941.524
.3012.304

.788

.710

.248

.500

.723

.182

.2492.020
.1681.492
.053.621

.521

.214

.006

Other
Site
Baltimore

.628

.403.977

.718-

.611

1.755

.987

.5871662

.962

USVI

Reference category: No contraceptive use

Table 6A: Multinomial analysis: Pregnancy IPV (past year)
Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI
IPV-past
year (no)

.508

95%

p

OR

CI

95%

p

CI

.228-

.09

1.84

.465-

.38

1.132

8

9

7.349

3

.141-

.34

1.21

.103-

.87

1.965

0

9

14.43

5

.303-

.78

2.469

6

3.07

.292-

.35

8

32.458

0

.864

Educationa
l Level
Did not
complete

.526
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI

95%

p

OR

CI

HS or

95%

p

CI

9

receive
GED
HS graduate
or received

.640

GED

.086-

.191-

.47

2.146

0

.371-

.59

1.06

5.655

4

5

.00

3.40

9

0

.03

1.79

7

4

.62

3.40

.950

8

Some trade/
vocational
school/

1.449

10.55

college

.06517.31
2

.96

4.32

.449-

.20

7

5

41.647

5

.96

3.97

.343-

.26

5

9

46.114

9

.27

1.06

.217-

.93

5

7

5.255

6

.57

2.89

.717-

.13

6

8

11.708

5

.51

9.12

.796-

.93

Completed
trade/
vocational
or college
Victim
Monthly
Income
less than
$400

1.5315.630

20.70
2

$400-$1200

1.0803.621

12.13
4

.37730.65
1
.23213.89
4

>$1201
Victim’s
Partner
Monthly
Income
less than

1.470

.310-

.038-
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI
$400

6.979

95%

p

OR

CI
8

0

5.174

95%

p

CI
6

0

104.54

6

0
$400-$1200

$1201$2000

.267-

.82

1.79

.079-

.75

4.40

.415-

.13

5.204

8

4

6.251

1

4

46.744

5

.371-

.50

3.40

.012-

.26

6.61

.601-

.93

7.547

3

0

3.404

9

2

72.804

6

.231-

.25

1.54

.313-

.59

.096-

.02

1.479

7

2

7.593

4

.862

6

12.78

2.396-

.00

3

68.20

3

.074-

.34

1.95

.485-

.34

2.472

3

6

7.895

6

.030-

.02

.132-

.11

.800

6

1.233

1

1.179

1.673

>$2000
Depression

.584

(no)
PTSD (no)

.428

8
Children

.623

(no)

.274-

.25

1,417

9

.399-

.63

1.61

4.494

6

6

.346-

.84

3.695

0

.234-

.10

1.138

1

.154

.287

.404

Marital
Status
Single
1.340

Partnered
but not

1.130

married

.906

.229-

.63

2.69

.458-

.27

0

5

15.864

3

.126-

.92

2.82

.488-

.24

6.504

2

9

16.389

6

.217-

.72

.544

.201-

.22

2.887

3

1.468

9

11.41
1

Married
Site
Baltimore

.516

.791
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

95%

CI

p

OR

95%

CI

p

CI

USVI
Reference category: No contraceptive use

Table 6B: Multinomial analysis: Pregnancy IPV (past 2 year)
Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI
IPV P2Y (no)

Educational
Level

.611

.

Did not
complete HS or

.546

receive GED
HS graduate or
received GED

.710

Some
trade/vocational
school/college
Completed
trade/vocational
or college
Victim
Monthly
Income

1.600

.2741.364
.

.1462.037
.2122.381
.4136.19

95%

p

OR

CI
.229

1.915

.

.

1.125

.886

.233

1

.

.

.

.92

3.09

6

7

.079-

.92

4.45

.463-

.19

9.892

1

2

42.83

6

.97

4.03

9

0

13.46

.064.496

1.037

CI
.40

7
.579

p

.421-

.094.368

95%

16.75
6

.757

.271-

.59

2.115

5

.

.

.29432.64
8

.35046.40
7

.34
7

.26
4
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

less than $400
5.234

95%

p

OR

CI

CI

1.439

.419-

-

.012

4.020

19.04
$400-$1200

11.30

2.055

95%

p

CI
.220-

.92

8

6

5.263

8

.49

2.87

8

3

.038-

.51

8.64

5.240

9

1

.076-

.75

4.27

6.403

0

7

.012-

.27

6.27

3.458

1

0

.321-

.57

7.655

9

.061-

.31

2.482

9

16.54
0

1

OR

1.07

.255.045

p

.22

38.58
1

1.027
3.406

95%

.71411.56
7

.13
7

>$1201
Victim’s
Partner
Monthly
Income
less than $400
1.511

$400-$1200
1.257

$1201-$2000
1.697

.3177.212

.2865.532

.3747.695

.605

.762

.493

.443

.697

.204

.75299.28
4
.40345.36
3
.56769.26
4

.08
3

.22
8

.13
4

>$2000
Depression
(no)

.540

PTSD (no)

.2161.351

.188

1.568

.003

.390

.103-

.02

.870

7

2.09

.503-

.31

2

8.701

0

.299

2.442
13.27

-

6

72.18
9
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

CI
Children (no)

.585

.2601.314

95%

p

OR

CI
.194

.156

95%

p

CI

.030-

.02

.807

7

.408

.135-

.11

1.236

3

Marital Status
Single
1.308

Partnered but
not married

1.114

.3884.408

.3433.621

.226.665

1.554

.65

2.63

4

0

.123-

.89

2.82

6.244

5

3

10.68
6

.857

.876

Married

.44015.70

.28
9

2
.48416.46

.24
9

6

.

Site
Baltimore

.489

.224-

.073

.836

1.069

.233-

.78

3.002

3

.556

.208-

.24

1.485

1

USVI
Reference category: No contraceptive use

Table 6C: Multinomial analysis: Pregnancy IPV Lifetime
Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

OR

95%

p

OR

95% CI

p

OR

CI
IPV Lifetime

Educational
Level

.470

95%

p

CI

.211-

.06

1.044

4

1.86

.414-

.41

0

8.360

8

.655

.235-

.41

1.821

7
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

Did not
complete HS
or receive

.564

.150-

.39

2.119

6

.0913.60

.91

3.15

8

1

9

3

.209-

.57

.082-

.94

4.41

2.365

0

10.172

2

8

.414-

.48

1.02

.063-

.98

4.06

6.351

8

8

16.660

5

4

.01

3.97

.417-

.23

1.09

.223-

.90

1

0

37.760

0

8

5.406

8

.04

2.04

.256-

.50

2.94

0

2

16.289

0

6

.037-

.50

8.50

5.089

6

4

GED
HS graduate
or received

.704

GED
Some trade
vocational

1.621

school/college

.299-

1.13

.914

33.28
6
.45942.47
6
.35246.92
6

.34
0

.19
8

.26
1

Completed
trade/
vocational or
college
Victim
Monthly
Income
less than $400

1.4875.487

20.25
2

$400-$1200

1.0623.573

12.02
7

.72711.93
5

.13
0

>$1201
Victim’s
Partner
Monthly
Income
less than $400
1.501

.312-

.61

7.229

3

.434

.74197.55
7

.08
6
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Variables

Male-Controlled

Female-Controlled

Female & Male-

Contraceptives

Contraceptives

Controlled
Contraceptives

$400-$1200
1.225

$1201-$2000
1.708

.276-

.79

5.444

0

.375-

.48

7.772

9

.233-

.26

1.481

0

.075-

.73

4.17

6.194

4

2

.011-

.25

6.19

3.302

7

9

1.56

.319-

.58

6

7.675

0

.062-

.32

2.499

3

.031-

.02

.815

7

.683

.195

.39444.15
9
.56568.02
9

.23
5

.13
6

>$2000
Depression
(no)
PTSD (no)

.588

14.35
9

Children (no)

.604

2.64477.98
8

.00
2

.394

.107-

.03

.920

5

2.19

.528-

.28

2

9.103

0

.138-

.12

1.271

4

.313

.268-

.22

1.365

6

.372-

.71

1.50

.222-

.67

2.57

7.77

5

5

10.223

6

2

.334-

.88

.119-

.86

2.78

7.77

8

5.981

5
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Summary
Each of the three manuscripts in this dissertation compendium make a distinct
contribution to the inquiry of contraceptive use among women experiencing IPV,
specifically African American women. In the first manuscript, a scoping review explored
contraceptive use among women in a broad sense and answered the question: What is
known about patterns of contraceptive use, specifically the use of long-acting
contraceptive methods (LARC) methods, among women experiencing IPV? The results
of the scoping review revealed only six studies were conducted in the United States that
addressed patterns of contraceptive use among women experiencing IPV and only one
study specifically distinguished between LARC and non-LARC contraceptive methods.
There were also some differences between the definitions and grouping of contraception
across studies that made the synthesis of findings challenging. The exploration of LARC
as a contraceptive method option for women experiencing IPV was limited across the
studies. The implications from the scoping review revealed that additional studies need to
be conducted to add to the growing body of literature and qualitative studies should be
conducted to fully explore the lived experiences of women experiencing IPV and how it
affects contraceptive use.
In the second manuscript, an integrative review, a more in depth exploration and
synthesis of the literature was conducted on the association of IPV with patterns of
contraceptive use and method selection among N=15 research studies reviewed. The
results showed that there is limited research on rural/urban differences in contraceptive
use among women with a history of IPV highlighted the need to explore cultural and
geographical differences in US-based populations. Patterns of contraceptive different
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current or lifetime IPV experiences and the amount of time lapsed from an incident of
IPV. Further studies are needed to examine how these factors affect contraceptive use.
Given that the highest incidence of unintended pregnancies is reported among African
American women and women with low education and income level (CDC, 2014) and
none of the US studies focused solely of African American Women, more US studies
examining contraceptive use and reproductive health decision making should include
careful examination of ethnic/racial differences and sampling that ensures adequate
representation of African American women and underserved populations.
The third manuscript, the dissertation study, was a secondary data analysis from
an existing data set of the African Caribbean African American Women’s Study that
examined abuse status and health consequences African Caribbean and African American
women. The dissertation study examined patterns of contraceptive use and method
selection and the associations of abuse with stress related mental health problems of PostTraumatic Stress Disorder (PTSD) and depression. The study sought to begin the initial
phases of filling the gaps exposed in the integrative review by using the framing of the
TGP to examine the patterns of contraceptive use and method selections among African
Caribbean and African American women in rural (USVI) and urban (Baltimore, MD)
populations. The study confirmed reports from previous studies of high rates of IPV, IPV
in rural settings, pregnancy, and unintended pregnancy. Additional contributions included
that abused women used more male-controlled contraceptive methods. The study also
introduced the framework of grouping contraceptive use and method selection (no
contraceptive use, male-control, female-control and female and male control) for analysis
and examination of contraceptive methods as it relates to the imbalance of power and the
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prevalence of male control in abusive relationships. One of the most interesting
contributions is the assessment of mental health problems along with the different
categories of IPV (IPV past year, IPV past 2 years and IPV lifetime) and its effects on
contraceptive use. In bivariate analysis, PTSD symptoms emerged as a driving factor in
no contraceptive use.
Limitations of dissertation research/Lessons learned
The dissertation study was a secondary data analysis. While the parent study was
an IPV prevalence study, the focus was not on contraceptive use. Other concepts such as
contraceptive adherence, number of pregnancies and abortions that could have been
explored in the context of IPV experience and contraceptive use were not variables that
had been included in the original parent study and thus restricted certain research
questions.
While the strength of the study was that the sample was all Black women (African
American & African Caribbean women), it was a limitation due to no comparative US
study samples of African American women. Comparative samples of Black women were
international samples (Diop-Sidibéa et al., 2006; Okenwa et al., 2011; Alio et al., 2009)
in which culture, social norms and access to care is different from US populations.
Importance of theory, model or framework to guide overall findings
The Theory of Gender and Power developed by Robert Connell in 1987 and
further developed by Wingood and DiClemente (2000) was the theoretical framework
selected for examining the nature and context of contraceptive use among women
experiencing IPV. The TGP was used in manuscript #2 (Integrative Review) and
manuscript #3 (Dissertation Study). The TGP was useful in examining the societal

131

context of gender roles and cultural perceptions of interpersonal violence (e.g., if IPV is
identified as a traumatic event in certain subcultures) on contraceptive use and method
selection. In the integrative review the TGP was used to explain the results. In the
dissertation study, the TGP was used to guide the selection of demographic variables for
bivariate and Multinomial analysis, the foundation for the grouping of the contraceptive
methods and also to explain the results from the analysis.
Research trajectory
The gaps in the scoping review and the integrative review clearly revealed the
need for a qualitative study to explore the lived experiences of women experiencing IPV
and how it affects contraceptive use and method selection. A qualitative study will be a
supplement to the dissertation study and provide additional data that was not asked or
cannot be supported in a quantitative inquiry. Additional concepts such as negotiation
skills, adherence to contraceptives, can be explored. The next step can be a development
of an educational resource, such as video or a mobile app that can be tested in an
intervention study.
Contribution of research to nursing, interprofessional sciences
The dissertation study is a major contribution to the literature on women’s health.
This is the first study known to date that assesses contraceptive use and method selection
in African Caribbean women living in the USVI. Additionally, this study is the only
known study to date with a representative sample size of African Caribbean in a rural
setting that compared African American women in an urban setting that examined the
patterns of contraceptive use and method selection. This is significant since African
American women experience the highest incidence of unintended pregnancy (CDC,
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2014; OMH, 2011) and rural women experience higher rates of IPV (Breiding et al.,
2009; Peek-Asa et al., 2011). This study is also the only one to include assessment of
mental health symptoms as it relates to contraceptive use in IPV populations.
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